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REPORT OF COMMITTEE ON FRACTURES 


PRELIMINARY 


The Committee was appointed by the Council of the 
British Medical Association on July 26th, 1933, with the 
following reterence ‘‘ to consider the existing arrange- 
ments for the treatment of fractures and other associated 
injuries of the limbs and to make recommendations for 
possible improvement thereof,’ and reappointed on July 
th, 1934. 

{t was constituted as follows: 


H. S. SouttarR, C.B.E., M.D., M.Ch., F.R.C.S., London, 
Chairman of Representative Body (Chairman). 
E. W. Hey Groves, M.D., M.S., F.R.C.S., Bristol, 


Bristol University ; Con- 
South- 


Emeritus Professor of Surgery, 
sulting Orthopaedic Surgeon, Municipal Hospital, 
mead (Vice-Chairman). 

5. Atan S. Marxkin, F R.C.S.Ed., 
Charge, Havlow Wood Orthopaedic 
Secretary). 

Sir HENRY BRACKENBURY, 
of Council, 1933-4. 


Nottingham, Surgeon-in- 
Hospital (Honorary 
Chairman 


M.D., LL.D., Hendon, 


Wimborne, Chairman of Council, 
1934-5 

N. Bishop Harman, F.R.C.S., LL.D., 

W. RowLey Bristow, F.R.C.S., 
Surgeon, Si homas’s Hospital. 

E. Rock Cartinc, F.R.C.S., London, 
Hospital. 

W. McApam Eccres, M.S., F.R.C.S., 
Surgeon, St. Bartholomew's Hospital. 

G. R. Girptestoxr, F.R.C.S., Oxford, 
Morris Orthopaedic Hospital, Oxford, 


Treasttrer. 
Orthopaedic 


London, 
London, 
Surgeon, Westiminster 
London, Consulting 


Surgeon, Wingfield- 


R. Watson oa s, M.Ch., F.R.C.S., Liverpool, Orthopaedic 
Surgeon, Lii erpool Royal Infirmary. 
T. Gwyxyp AND, M.D., Liverpool, Medical Superinten- 


dent, Cunard Steamship Company. 


\ 


London, Medical Officer Physico-Thera- 
peutic Department, St. Thomas's Hospital. 

H. E. Moore, M.B., Ch.B., Crewe, Medical Officer in Charge, 
London Midland and Scottish Railway Hospital, Crewe. 


J. B. Mennett, M.D., 


W. H. Oscirvie, M.D., M.Ch., F.R.C.S., London, Surgeon, 
Guy's Hospital. 
G. H. Stevenson, O.B.E., M.C., F.R.C.S.Ed., Glasgow, 


Assistant Surgeon, Glasgow Royai Infirmary. 
P. Jenner VERRALL, F.R.C.S., London, Orthopaedic Surgeon, 
Royal Free Hospital. 


There is a growing feeling among thoce who have studied 
the late results of the treatment of fractures that these 
injuries do not receive the attention which they deserve, 
and that by more careful organization the resuits obtained 
could be very greatly improved and much time and money 
be saved. The problem is of equal importance whether 
viewed from the standpoint of the individual or of the 
community—and there can be no question that from the 
purely economic side the efficient treatment of fractures 
is of prime importance. It was the realization of this 
that led to the present investigation. 

Although this Committee was instructed to deal with 
‘fractures and associated injuries of the limbs,”’ it has 
thought it well to concentrate on the problem of fractures. 
It desires, however, to emphasize that what has_ been 
said on the subject of fractures applies generally to asso- 
ciated injuries of the limbs, such as injuries to joints and 


tendons. 

The Committee presents its report under six main 
headings: I. Dimensions of the Problem ; II. Period of 
Disability ; III. Causes of Unduly Prolonged Disability 
Periods ; IV. Classification of Existing Organized Fracture 


Services ; V. Conclusions ; VI. Some Practical Suggestions. 
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I. DIMENSIONS OF THE PROBLEM 
It is difficult to obtain exact figures of the number of 
fractures occurring annually throughout the country, but 
some idea of the dimensions of the problem may be 
obtained from the returns of the Workmen’s Compensation 
Acts, from statistics relating to road accidents, and from 
figures available at hospitals. 


WORKMEN'S COMPENSATION ACTS 

In 1932 the amount of compensation paid under the 
Workmen’s Compensation Acts and Employers Liability 
Act, 1880, was £4,479,305, and the number of accidents 
in’ which compensation was paid to workpeople was 
346,243.' These returns for workmen's compensation are 
obtained from the seven great groups of industries in 
which returns are called for under the Acts (mines, 
quarries, railways, factories, docks, constructional work, 
and shipping), but there are several important industries 
not covered by the returns—for example, building, road 
transport, and agriculture. This sum includes only the 
amounts paid to workmen, and not the total charge on 
industry in respect of compensation ; it docs not, for 
instance, include ‘‘ administrative expenses, and medical 
and legal costs of employers, insurance companies, and 
miuiual indemnity associations, the amounts placed in 
reserve, and the profits earned by the insurance com- 
panies. 

The proportion of fractures to total injuries varies for the 
different industries, ranging from 1.5 per cent. in the case of 
mines and quarries to 5 per cent. in the case of railways. 
In some interesting statistics supplied by the Home Office, 
giving the figures for fatal and non-fatal accidents for a 


number of workers engaged in the heavier industries, the’ 


proportion of fractures to total accidents varies from 
8 to 10 per cent. But the majority of the injuries included 
in the official returas are of a trivial nature, and the pro- 
portion of fractures to major injuries is very high. 
Similarly, as fractures constitute the more serious of 
industrial accidents, the cost of compensation will repre- 
seit a very much higher proportion of the total cost than 
is indicated by the percentages. 


Sratistics OF Roap ACCIDENTS 


To the industrial accident statistics must be added the 
not inconsiderable figures for road accidents. The total 
number of persons injured in such accidents occurring in 
England and Wales in 1982 was 188,680, and in 1933, 
198,539 ; and although exact figures are not available 
there can be no doubt that the proportion of fractures 
was substantial. 

Tue Hosprrars 

It is valuable to examine the problem from the point 
of view of hospitals, to which all classes of fractures 
sustained in industry, on the road, or elsewhere, pass for 
treatment. The number of fractures treated at anv one 
hospital is bound to depend on its proximity to places 
of dangerous employment and = to thoroughfares. 
In one large London general hospital of 800 beds, close 
to docks and factories, the number of fractures treated 
in the in-patient department in a recent year was 360, 
and the number treated exclusively in the out-patient 
department, 1,160. expressed as 
2.57 per cent. of the total in-patients and 1.2 per cent. 
of the total out-patients for the year. At another large 
London general hospital ditfcrently situated, patients with 
fractures represented 2.61 per cent. of the total in-patients. 

The proportion of in-patients with fractures to total 


busy 


These figures mav be 


*Hlome Office Report, Workmen's Compensation: Statistics 
of Compensation and Proceedings under the Workmen's Compensa- 


tion Acts and the Employers’ Liability Act, 1880, in Great Britain 


during the year 1932.”’ 


Report of Committee on Fractures 


SUPPLEMENT 
MEDICAL ‘ous, 


= 
in-patients varies considerably in different hospitals and 
can be given as approximately 2 per cent. in the te 
London general hospitals: generally speaking, it js highs 
in provincial hospitals, and in one the proportion js Over 
10 per cent. During 1932 260,700 new in-patients were 
treated in the 145 London voluntary hospitals Surveyed 
by the King Edward’s Hospital Fund for Greater London 
and, after excluding in-patients at special hospitals, 4 
conservative estimate of the number of in-patients with 
fractures may be given as 3,500. On a similar calculation 
the number of patients with fractures attending oy. 
patient departments at these London hospitals is in the 
region of 14,000 per annum. In addition over 4,000 jp. 
patients with fractures were treated in London municipal 
hospitals in 19382, making a total in London hospitals of 
7,500 in-patients with fractures in one year, 

The numbers from provincial hospitals are still larger, 
In 668 hospitals 735,051 new in-patients were treated, 
and on the very conservative estimate that 3 per cent, 
of these were cases of fracture, we have a total of over 
22,090 in-patients with fractures in the provincial hos. 
pitals, with probably four times as many attending ag 
out-patients. 

We thus see that in the voluntary hospitals of this 
country the total number of fractures treated in any 
one year must certainly exceed 100,000, and this figure 
takes no account of cases treated privately, nor of the 
large numbers dealt with in provincial municipal hospitals, 


PERIOD OF DISABILITY 

The accurate estimation of average periods of disability 
presents many difficulties. Results must be classified 
according to the anatomical site of fracture, despite 
the fact that the duration of disability may also be 
modified by the scverity of the injury, the presence 
or absence of complications, the degree of co-operation 
afforded by the patient, and the nature of the work 
to which he will return. The age of the patient is 
of great importance, and it is common experience that 
recovery is much more rapid in the child and adolescent 
than in the adult. In considering incapacity for manual 
work it is obvious that the fractures ot childhood 
must be excluded. If all patients under 20 years of 
age are excluded, and if the disability period is calcu 
lated in a sufficiently large series of consecutive cases, 
the variable factors cancel out and a reasonably depend- 
able average may be secured. Such figures have been 
estimated from series of cases treated in organized clinics 
in Manchester by Mr. Harry Platt and in Liverpool by 
Mr. Watson Jones. The two series of figures submitted 
independently are very closely comparable, and a com- 
bined statistical table represents the average results which 
may be secured in a well-organized clinic. 

AVERAGE INCAPACITY PERIODS FOR ADULTS TREATED 
IN ORGANIZED CLINICS 


(Ancoats Hospital, Manchester, and Royal Infirmary, 
Liverpool) 


of A verage No. of Cases 
Site of Fracture Cases | Disability Permanently 
Period Incapacitated 
Colles’s fracture 452 7 weeks 2 
Fracture of seaphoid of wrist 132 ll 2 
Fracture of shafts of radius and ulna 40 14 0 
Fracture of clavicle be 85 5 1 
Fracture of shaft of femur... 45 Sh re 4 
Fracture of patella 29 | | 1 
Fracture of shaft of tibia and fibula 155 21 . | 1 
Fracture of ankle (Potts)... 183 ll | 0 
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These statistics represent patients employed in a variety 
ad occupations, a fair number being engaged in sedentary 
work. In one group of cases sedentary workers and 
nual workers have been differentiated in determining 
the disability period. Four hundred cases of fracture and 
fracture-dislocation of the ankle-joint were specially in- 
vestigated by Mr. N. Roberts ot the Liverpool Royal 
Infirmary. Many patients following sedentary occupa- 
tions resumed work in a few days with the limb encased 
in plaster, but the average total duration of treatment 
was ten weeks. The 108 manual labourers in the series 
were followed up to determine when they actually did 
recommence full heavy work (or go on to full unemploy- 
ment pay). The average period of incapacity was twelve 
weeks. It is significant, not only that 100 per cent. of 
the patients became capable of heavy work, but that all 
of these men accepted the instruction to start work again 
without question. 

The incapacity periods in cases which have not been 
treated in organized clinics show a very remarkable 
divergence from the above figures. Mr. Watson Jones 
has calculated the duration of incapacity in a consecutive 
series of cases which had been sent from all sources for 
medical examination and report ; a proportion of the 
patients had been treated in general hospitals which were 
not equipped with an organized clinic, and the remainder 
had been treated by their own doctors. 


AVERAGE INCAPACITY PERIOD FOR ADULTS NOT TREATED 
IN ORGANIZED CLINICS? 


Average | No. of Cases 


Site of Fracture | pct Disability | Permanently 

| Period Incapacitated 
Colles's fracture ... | 380 weeks 9 
Fracture of scaphoid of wrist 65 | 38 
Fracture of clavicle... | 20 | 22) 1 
Fracture of shaft of femur ; 31 CH 4 19 
Fracture of pate ‘la 18 8 
Fracture of shaft oftibiaand fibula 60 | 62. ,, 15 
Fracture of ankle (Pott's) | 44 14 


When these statistics are compared with those of the 
organized clinics it is seen that, whereas incapacity 
remains permanently in only 1 per cent. of patients 
treated in organized clinics, in this series no less than 
37 per cent. of patients not so treated were permanently 
disabled. Moreover, the duration of incapacity was more 
than three times as great as it need have been. 

It is a simple matter to calculate the loss to the com- 
munity which has resulted from these extended periods of 
disability. It must be assumed that if these 276 cases 
had been treated in well-organized clinics their incapacity 
periods would have conformed to the average. The 
summated incapacity period wou!d have been 4,440 weeks ; 
in actual fact it was 13,206 wecks. In the case of only 276 
men there has been a wastage of 168 working years. More- 
over, the weekly compensation payments in these cases must 
have totalicd almost £20,000, of which over £13,000 was 
waste, and this figure excludes the lump sum payments 
necessary in the cases permanently disabled. Equally 
important to the community is the loss sustained by the 
men themselves through delay in return to wage-earning 
capacity. Assuming the possibility of regular employment 


* These figures do not represent the whole of the cases of any 
one insurance company, but only those sent for medical examina- 
tion and report. It may be, therefore, that trivial injuries with 
Very short incapacity periods are excluded, but fatal injuries and 
patients whose incapacity is obviously total and permanent may 
also be excluded, and the records of insurance companies referred 
to in a later paragraph show that the averages are fairly repre- 
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at an average wage of £2 10s. a week, these 276 men have 
lost £22,000 in wages. 

The Committee has had before it much information 
from individual insurance companies and industrial com- 
panies employing large numbers of men which in general 
has confirmed these observations and has demonstrated 
the wide differences in periods of disability experienced 
for a similar fracture at different centres of treatment. 
The records of insurance companies include a variable 
proportion of cases treated in organized centres and cases 
treated elsewhere. A few of the records examined show 
incapacity periods which compare reasonably with the 
results of organized clinics. On the other hand, one 
company reports an average disability period for Colles’s 
fracture of thirty-seven weeks. Mr. H. Griffiths of the 
Albert Dock Hospital has carefully examined insurance 
company records of 50,000 consecutive cases of accident 
(including cases treated all over the country, both in 
organized clinics and elsewhere), and has found the general 
average disability periods to be far in excess of those 
secured in organized fracture services. Although his 
records include a proportion of children and adolescents, 
the disability period for Colles’s fracture averages 14.3 
weeks, and for fractures involving the ankle-joint 37.6 
weeks. A steamship company reports variation in the 
period of disability in Colles’s fracture from eight weeks 
to forty-eight weeks, and in fractures of the shaft of 
the femur from forty to 340 weeks. This company was 
so impressed by these differences that it arranged for 
all cases of fracture occurring in its employees to be 
treated in one clinic. Another company, with a similar 
experience in backfire fractures of the wrist, arranged for 
all of its patients to be treated by an organized service. 
After the institution of this service the average incapacity 
period for wrist fractures was reduced from twenty-three 
weeks to five weeks, and despite special expenses for 
travelling and treatment the cost per case was reduced 
from £117 to £19. 

The experience of Dr. H. E. Moore at his rehabilitation 
hospital at Crewe for the employees of the London 
Midland and_ Scottish Railway adds _ considerable 
emphasis, for his results in reconditioning a varied col- 
lection of cases, including old fractures, are remarkable. 
He receives at his hospital patients with old injuries of 
all kinds who, after long periods of disability, remain unfit 
for work and seemingly incapable of improvement. Hrs 
published report shows that of 165 consectitive patients 
of this type admitted to his hospital 115 were returned 
to their former employment after an average stay in 
hospital of seventeen days. The original injuries had not 
for the most part been of great severity, but none of the 
patients was receiving any active treatment at the time 
of his admission to Crewe. Without at this stage going 
into the methods employed, the primary treatment, how- 
ever satisfactory it may have been, was rendered in- 
effective. In some of these patients the mental factor 
was prominent, but in 58 definite surgical disability was 
the sole cause of the incapacity. Dr. Moore draws atten- 
tion to the enormous loss to the public, to individual 
sufferers, to employers, and to insurance companies. Of 
his 115 patients 93 per cent. were still at work twelve 
months later. 


III. CAUSES OF UNDULY PROLONGED 
DISABILITY PERIODS 


During the war great advances were made in the 
methods of treating fractures ; they were handled by 
the thousand and a high perfection of technique was 
attained. These advances were made mainly by standard- 
ization and organization, and it will be generally recog- 
nized that the brilliant success with which severe fractures 
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were treated in the later years of the war was chiefly 
due to the efforts of Sir Robert Jones and the surgeons 
working with him. His recognition of the importance 
of segregation under one control, and of methodical and 
continuous treatment, resulted in the extension over a 
wide area of principles which had been successfully applied 
hitherto on quite a small scale. Under his inspiring 
leadership expert staffs were organized and fully trained 
in the technical details required for success. As a result, 
it soon came about that the majority of the fractures were 
under the continuous observation of experts, and, so far 
as was possible, were under the same continuous control 
throughout their treatment. 

It is with a clear recollection of the supreme value and 
success of this work that the Committee has approached 
the problem before it. Unfortunately, this fine organiza- 
tion has largely disappeared, the treatment of fractures 
in the majority of hospitals has not materially altered, 
and in few centres is there any organization superior to 
that which existed twenty years ago. 


(A) INADEQUATE ORGANIZATION OF FRACTURE 
SERVICES 

The Committee has carefully investigated the fracture 
services of the large hospitals in this country, and the 
replies to the Committee's questionary show that in the 
majority of cases there is no efficient organization. Some 
exceptions will be dealt with in a later section, but in 
most hospitals the organization and continuity which are 
the necessary foundation of success are almost entirely 
lacking. Cases are admitted to the general wards where 
the surgeons rarely have at their disposal the experi 
enced technical required, The actual care 
of the fractures often devolves upon the house-surgeon, 
who lacks the knowledge and experience required for 
their adequate treatment. As a rule, on leaving the 
ward the patient is referred to a massage department 
under the charge of a different officer, who has taken 
no share in the earlier treatment. Union of the fracture 
is thus the signal for a complete break in the continuity 
of treatment ; those responsible for the initial treatment 
do not know the end-results of their cases ; and those 
who see the end-results do not know how the cases were 
treated in the early stages. There is no one individual 
to follow the case from start to finish and to feel pride 
or disappointment in the final result. 


assistance 


(B) DELAY DUE TO IMPERFECT SURGICAL 
TREATMENT 
It is unlikely that there will be any difference cf 
opinion as to the main principles of fracture treatment, 
and yet the Committee has found that many of the 
unduly prolonged disabilities are to be attributed to 
failure in their application. They may be enumerated 
as follows: 
1. Reduction of deformity. 
2. Immobilization of the fracture and protection until 
consolidation is complcte. 
3. Mobilization of uninjured regions and functional 
re-education. 


Failure in Primary Reduction.—In a high proportion 
of cases of delayed recovery the displacement of the 
fracture has never been fully reduced. This has been due 
not simply to inadequate manipulation but to neglect to 
determine whether the manipulation was successful. or 
adequate. Failure to use x-ray control 
is frequently responsible. The surgeon believes that the 
position is good, but takes no steps to confirm it until 
after union of the fracture. In other cases the important 


post-reduction 


factor is the absence of daily supervision of fractures 
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in their early stages. When clinics are held at infrequent 
intervals two or three wecks may elapse before mal- 
position is recognized, so that perfect manipulative re. 
duction can no longer be attained. In some hospitals 
it would appear that the standard of reduction which is 
demanded is not sufficiently high. It is important to 
note that prolonged disability may result from unim- 
portant degrees of displacement owing to the mental 
effect upon the patient. 

Failure in Immobilization.—In a smaller proportion of 
cases prolonged disability has been attributable to the 
recurrence of deformity which had previously been cop. 
rected. Failure to use the best method of immobilization 
and to control and to check progress by x-ray exaMina- 
tion, failure in supervision as a result of inadequate organ- 
ization, and failure to maintain immobilization for a 
sufficiently long period owing to the fear of joint stiffness, 
are the factors responsible for this group of cases. 

Failure in the Promotion of Functional Activity. 
Neglect of the third principle—that is, of early active 
mobilization of uninjured joints—accounts for prolonged 
disability in a large number of cases. Too frequently 
joints have been allowed to. stiffen unnecessarily, and 
massage and passive movements have been relied upon 
to cure what should have been prevented by active 
exercise. Even where joint stiffness has been inevitable 
recovery has frequently been delayed by the adoption 
of passive methods to the exclusion of active exercise, 
Stiff joints have become stiffer as a result of injudicious 
stretching, and the belief that massage alone will cure 
muscle wasting and recurring oedema has been responsible 
for many months of delay. 


(C) DeLay DUE TO NON-MEDICAL CAUSES 
There are several non-medical factors that militate 
against the prompt return to his work of the patient who 
has suffered a fracture, some of which are discussed in the 
Appendix to this Report. 


IV. CLASSIFICATION OF EXISTING ORGANIZED 
FRACTURE SERVICES 

As stated earlier in this Report, in the majority even 
of the larger hospitals in this country there is no efficient 
organization for the treatment of fractures, although steps 
in this direction have been taken in some hospitals. A 
consideration of these organizations is of value in deter- 
mining the characteristics of the model fracture unit. 

In the first category the routine treatment of fractures 
is carried out by fracture clinics, which form a part of 
each surgical unit. The in-patient fractures are treated 
in the general surgical wards under the care of the 
general surgeons of the hospital, and, after leaving the 
wards, the patient remains under the care of the out- 
patient fracture clinic attached to that particular surgical 
unit. At St. Bartholomew's Hospital, for example, where 
this method has been practised for eight vears, each of 
the five surgical units holds a fracture clinic in the out- 
patient department once a week, coyducted by the chief 
assistant of the unit and attended by the house-surgeons 
and the dressers. At this clinic there are seen both those 
fractures which are ambulatory from the beginning and 
those which have been discharged from the wards of the 
hospital. Only special cases are referred to the ortho- 
paedic department. A similar system is carried out at 
University College Hospital and at the Birmingham 
General Hospital. 

In the second category come those hospitals, such as 
King’s College Hospital and Westminster Hospital, where 
ali ambulatory fractures are treated by the orthopaedic 
surgeons in special clinics held in the out-patient depart 
ment for the purpose. In-patients with fractures are 
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jdmitted under the general surgeons and remain under 
their charge while in the hospital, but are afterwards 
supervised and treated in the orthopaedic department. 
It is interesting to note that during the current year 
an organized fracture clinic has been started in Bristol. 
The out-patient department takes .the form of a daily 
clinic at the Royal Infirmary ; in-patients are divided 
hetween the Royal Infirmary and Southmead Municipal 
Hospital. 

In the third category come those hospitals—such as the 
Royal Free Hospital, the Liverpool Royal Infirmary, and 
Ancoats Hospital, Manchester, and a number of London 
County Council general hospitals (of which St. James’s 
Hospital, Balham, may be taken as an example)—where 
the whole treatment of all fractures is undertaken by 
orthopaedic surgeons. At the Royal Free Hospital this 
system has only recently been adopted, and all in-patients 
with fractures are admitted to the beds of the orthopaedic 
surgeon. At Ancoats Hospital, Manchester, the system 
was initiated in 1918 by Mr. Harry Platt, who has 
developed one of the most complete fracture clinics to 
be seen in England at the present time ; at the Liverpool 
Roval Infirmary a similar system has been working for 
many years. Still more complete is the fracture clinic 
in Vienna directed by Béhler. These organizations 
deserve a fuller description. 


Anxcoats Hosprrar 

Ancoats is a small general hospital, situated in a densely 
populated industrial area and receiving a large number of 
casualties, including fractures in individuals of all ages. During 
the period April, 1914, to» April, 1934, of the seventy-five 
surgical beds available twenty-five have been devoted to the 
orthopaedic service, which, since 1918, has been entrusted with 
the treatment of all fractures attending the hospital. During 
the last five vears an average of 1,000 patients with new 


” fractures have been treated yearly. Of these, owing to limited 


accommodation, about 150 only have been admitted as in- 
patients. 

Details of the scheme are as follows: 

(a) The ambulatory (out-patient) fractures are seen each day 
ina minor fracture clinic in the casualty department of the 
hospital. This clinic is conducted by the resident surgical 
officer, assisted by the house-surgeon to the orthopaedic unit. 
The responsibility of the clinic is limited to the immediate 
treatment of recent fractures. After reduction and _ splinting 
these patients are referred to the major out-patient clinic, 
brief clinical and radiological findings having been entered on 
a special fracture card. 

(b) The major out-patient clinic is held once a week. This 
clinic is conducted by the chief assistant (registrar) to the 
orthopaedic unit, assisted by the resident surgical officer and 
the orthopaedic house-surgeon. Cases of special interest cr 
difficulty are assembled for submission to the honorary ortho- 
paedic surgeon. The clinic not only controls treatment 
throughout the whole period of attendance of the patient, but 
also, owing to the type of record system, which entails the 
services of two secretaries, automatically provides the con- 
ditions of a follow-through department. Splint teams, con- 
sisting of pupil masseuses under the direction of a_plaster- 
sister and the staff of the School of Massage, attend the clinic. 
In this wav as many-as 100 fracture patients can be dealt 
with in a clinic lasting about three hours. 

(c) The chief assistant to the orthopaedic unit is also respon- 
sible, under the direction of the honorary orthopaedic surgeon, 
for the work of the physiotherapeutic department. This 
ensures unity of control throughout for fractures, as well as 
other conditions dealt with by the orthopaedic unit. 

The scheme thus outlined has proved admirably successful 
for the teaching of post-graduates, undergraduates, and 
Masseuses. In the opinion of Mr. Platt a fracture service of 
this type would meet the requirements of a hospital with 500 
beds, and, since his resignation from the staff of Ancoats 
Hospital in April, 1934, ke has launched a similar service, 
on a somewhat larger scale, at the Manchester Royal Infirm- 
rst the official teaching hospital of the Manchester Medical 

ool. 


Royat INFIRMARY, LIVERPOOL 


The fracture service of the Liverpool Royal Infirmary, 
organized during the last eight years by Mr. Watson Jones, 
treats over 2,000 fractures annually. The orthopaedic ‘‘suite’’ 
includes out-patient, x-ray and physiotherapy departments, 
and fracture theatre, all adjacent and reserved for fractures. 
The personnel includes an honorary surgeon, registrar 
(F.R.C.S.), house-surgeon, all casualty officers (part-time), 
sister, twelve ‘‘ nurse masseuses,’’ two secretaries, and one 
clerk. The salient features of the organization are as follows: 

Immediate Treatment.—The fracture is x-rayed, reduced, 
and x-rayed again by the casualty officer on duty, or if open 
(compound) by the honorary surgeon, and the patient is then 
sent with full notes on special form to the next morning’s 
fracture clinic. 

Daily Supervision.—The daily fracture clinic conducted by 
registrar and house-surgeon is of paramount importance. 
The patient attends every day until the position is perfect 
and the danger of complications over. The honorary surgeon 
attends hospital three times weekly. 

Weekly Clinic.—This is conducted by honorary surgeon, 
registrar, house-surgeon, and all masseuses. Every case under 
treatment (in- or out-patient) is reviewed, x-rayed again at 
intervals, replastered when necessary, and ranges of move- 
ment and muscle development measured and recorded. About 
450 fractures are under treatment at any given time. 

Case Records.—The case sheet includes casualty officers’ 
““emergency notes,’’ prints of all #-ray photographs, full 
typewritten notes of history, treatment, and weekly progress, 
and copy of all correspondence. The same record follows the 
patient to the wards or to the out-patient department. Every 
note bears the initial of the dictator. Case sheets are filed 
with triple cross index. <A ‘‘ follow-up ’’ system is practised. 

Co-operation with Private Doctor.—The doctor is notified 
of patient’s attendance and of the day and time of any 
operation. <A full letter is sent when first seen, after opera- 
tion, and on discharge. 

Teaching of Residents and Students.—Every resident in 
hospital is encouraged to reduce fractures (under the control 
of the daily clinic). Students are taught at all clinics, and 
practical classes are held at which students plaster each other. 
Post-graduates are taught at the clinics. 


Sr. James’s Hospitat, 


This is a London County Council general hospital. The 
fracture unit in existence there, under the control of Major 
Meurice Sinclair, is a miniature of No. 8 Stationary Hospital, 
Wimereux, France, originated by Sir Almroth Wright in 1915, 
and probably the first hospital to segregate fracture cases. 
It may be taken as an example of the fracture organizations 
which exist in a number of the hospitals under the control of 
the London County Council. 

The in-patient accommodation consists of two wards, male 
and female, containing in each twenty-six beds with apparatus 
and twenty beds without, making ninety-two beds in all. The 
beds are almost continually in use, and 397 patients were 
treated in 1933. There is a visiting radiologist. In addition 
to the usual x-ray equipment there is a mobile plant, and 
most of the cases are x-rayed under traction at the bedside. 
Skiagrams are taken at regular intervals and retaken after 
each adjustment during treatment. A small workshop exists 
for the alteration of splints, etc. In the out-patient (or 
follow-up) department some fifteen to twenty-five out-patients 
are seen once weekly. 

The unit is in charge of a resident medical officer under 
the supervision of a visiting consulting orthopaedic surgeon, 
who attends once a week. The unit provides segregation and 
unity of control with, therefore, standardized method of 
treatment, and to this its success is considered to be 
mainly due. 

CLinic 


Bohler’s Austrian Clinic is without doubt the most effec- 
tively organized fracture clinic in Europe It consists of a 
hospital of 120 beds, with operating theatres, x-ray depart- 
ment, laboratory, lecture rooms, and out-patient department. 
There are six whole-time qualified assistants. An important 
feature of the organization is that it is supported entirely by 
the insurance companies, whose experience has led them to 
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regard the money expended on its maintenance as a highly 
remunerative investment. 

Originally the clinic cost approximately £10,000, spent in 
the adaptation and equipment of an existing building. All 
injured workmen have the right to admission to and treatment 
at the clinic, but no compulsion is brought to bear upen them 
to seek treatment there in preference to other agencies. It 
is very rare, however, that a workman refuses treatment at 
the clinic. Fractures of all kinds are received, and it is 
interesting to observe that the average stay in the hospital 
is seventeen days and the average attendance at the out- 
patient department fifteen days. In 1926, the first vear of 
its existence, there were 790 fracture cases in Vienna and 
district brought to the notice of the insurance companies. 
Of these, 119 were treated in Bodhler’s Hospital, while 671 
were treated outside and elsewhere. It was estimated by the 
insurance companics that, owing to the shortness of invalidity 
and completeness of recovery, these 119 cases, as compared 
with those treated outside, showed a saving of over £7,000. 
In the first year the saving was more than double the cost 
of the maintenance, 

In the year 1929 the accident hospital treated 1,792. in- 
patients and 6,936 out-patients. These were accidents of all 
kinds, and included 124 cases of fracture of the long bones. 
The saving effected on these 124 fracture cases, as compared 
with 124 exactly similar cases in 1911, before the climic was 
founded, was £15,457. The maintenance cost of the hospital 
in 1929 was £16,500. Thus the expense involved in treating 
1,792 in-patients and 6,936 out-patients was almost fully met 
by the saving on the 124 cases of fracture. 


V. CONCLUSIONS 
THe ESSENTIALS OF AN ORGANIZED FRACTURE SERVICE 
In the opinion of the Committee the essential conditions 
of an organized fracture service can be summed up under 
four headings—segregation of cases, continuity of treat- 
ment, after-care, and unity of control. 


SEGREGATION 

Segregation of the cases into one department where 
they can be uniformly handled by a specially trained and 
experienced staff would seem to be a first essential of any 
organization. It is not essential, and possibly not desir- 
able, that fracture cases should be segregated into one 
special hospital, but it does appear to be vitally im- 
portant that every hospital which proposes to deal with 
fractures should segregate its cases and establish one, and 
only one, organization. There is probably no hospital 
in the country which deals with such a large number of 
cases as to demand the maintenance of more than one 
organization. Duplication leads to confusion and to loss 
of efficiency, and only by establishing one invariable 
routine of organization may it be certain that no case 
can escape from the routine and fail to receive that daily 
personal supervision of the expert which is so essential. 
Only by segregation can the staff become sufficiently 
highly trained, skilled, and experienced in the technical 
application of medern methods and in the handling of 
special appliances. The femur wards developed during 
the war, in which thirty open fractures of the femur were 
easily dealt with in a single ward, illustrated the effect 
of segregation upon efficiency. 

Such segregation would not exclude from the organiza- 
tion any member of the hospital staff who was interested 
in fracture treatment. If in any hospital there were more 
than one surgeon interested and experienced in fracture 
work, the fusion of their activities into one organization 


would provide the stimulus of comparison and criticism, 
and make for closer co-operation and greater efficiency. 

It appears to the Committee that the teaching of 
students and post-graduates would be facilitated and not 
hindered by such segregation, since the teacher would 


have at his disposal many instances of the same class of 
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It would be possible to demonstrate Varioy 
methods carried out with perfect technique instead 
being limited to the few chance cases which might sl 
to any particular ward. Attendance at such a fracture 
unit and service as a dresser should be an essential part 
of undergraduate medical education. 


CONTINUITY OF TREATMENT 

The aim of fracture organizations must be not merely 
the exact reduction of fractures, but the return of patients 
to maximum functional activity. Co-ordination of the 
successive stages of treatment, which should be Closely 
related as integral parts of a unified whole, is essentiaj, 
The patient must not be transferred at a critical Stage of 
treatment from one department to another, from the care 
of the person responsible for the initial treatment to one 
who has no knowledge of, or responsibility for, these 
early measures. The fracture unit staff must be respon. 
sible for the treatment of the patient from beginning to 
end, from the primary reduction to complete restoration 
of function, In-patients and out-paticnts should be 
treated by the same staff. The same continuous case 
record should follow the patient from the casualty de. 
partment to the wards and to the out-patient department, 
Physiotherapy and all remedial measures will be the 
responsibility of the fracture unit. staff. 


AFTER-CARE 

Excellent primary treatment is of little avail in many 
fractures unless it is followed by a phase of active exer. 
cise directed to a tomplete restoration cf function 5 it is 
this latter phase which is so commonly absent. This 
remedial treatment must be primarily active in nature, 
concentrating on the performance of tasks rather than 
passive subniission to massage. The Committee believes 
that massage and electrical stimulation have been largely 
misapplied in the treatment of fractures, and_ that in- 
judicious stretching of joints has actually done harm. In 
its opinion massage staffs should concentrate on securing 
the active co-operation of the patient, and on teaching, 
stimulating, and encouraging him to undertake his own 
remedial exercise. 

Moreover, no fracture organization can be complete 
without adequate ‘‘ follow-up ’’ measures. These should 
be directed to the collection of accurate records, to pro- 
viding the surgeon with a knowledge of home conditions, 
to the relief of the patient from economic and_ social 
anxieties (in conjunction with other agencies), to the estab- 
lishment of friendly relationships between the fracture 
organization and the patient, and to the maintenance 
of contact with the general practitioner concerned. 
Domiciliary visitation by the right kind of person under 
the direction of the almoner is of considerable value in 
achieving the proper relationship and, as a result, in 
securing the regular attendance and willing co-operation 
of the patient. 

Unity or CONTROL 

Segregation, continuity, and after-care achieve their 
greatest value only if there is unity of control. All the 
stages of treatment of each case need not only expert 
supervision but supervision by one expert. In most large 
hospitals there is one surgeon who is more interested and 
more expert in the treatment of fractures than any other; 
to him should be delegated the work. Especially in the 
smaller hospitals where no individual surgeon has hitherto 
been particularly interested in traumatic surgery it is 
urged that one member of the staff should be selected to 
do the whole of this work. The Committee has knowledge 
of hospitals in which this measure alone has effected 
remarkable improvement in the standard of treatment. 
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The position may arise where members of the staff 
other than the fracture surgeon desire to treat cases of 
fracture in which they are interested. There should be 
no difficulty in providing for this. The necessity for a 
unified organization with a unified control develops not 
from the occasional patient in whom someone is par- 
ticularly interested, but from all the other cases where 
such individual interest is lacking. Furthermore, in the 
large hospital where more than one surgeon is equally 
interested and experienced in fracture work cases may be 
differentiated by coloured index cards and case sheets, 
so that two or more fracture surgeons may work together 
jn one clinic without destroying the ideal of unity of 
organization. In the opinion of the Committee, the 
general adoption of these principles, which it believes 
to be capable of adaptation to the many and_ varied 
conditions under which they must be applied, would 
result in great economy of time, immense improvement 
in the results obtained, and the avoidance of much un- 
necessary disability and suffering. 


VI. SOME PRACTICAL SUGGESTIONS 
A. A Mover Fracture 


The four fundamental principles-—segregation, con- 
tinuity of supervision, after-care, and unity of control— 
form the basis of an ideal organization, and it is upon it 
that the scheme outlined below is constructed. It is 
recognized that any model scheme will need adaptation 
in relation to the hospital of which it may be a part and 
to the area which it serves. Nevertheless, the Committee 
has thought it worth while to set out in some detail the 
organization of a clinic which would, in general, meet 
the needs of a comparatively large general hospital. 

Personnel.—Surgeon in charge. Such visiting surgeons 
as are interested in the clinic. Chief assistant (registrar, 
assistant surgeon), who should possess a special qualifica- 
tion in surgery. Senior casualty officer and resident 
house-surgeon. Specially trained nursing staff and_ staff 
qualified in physical treatment. Almoner. 
Accommodation includes examination room, x-ray 
room adjoining, plaster and splint room, and 
almoner’s room, in which records are preserved. The 
fracture clinic (in-patients and out-patients), attended 
by the chief assistant and his staff, is held daily. 
Weekly clinics or biweekly clinics are held, attended 
by the surgeon in charge, the chief assistant, and his 
staff. 

Ambulatory Fractures.—New patients are seen first 
by the casualty officer, who administers first-aid treat- 
ment. The fracture is v-rayed, and as a rule reduced, 
splinted, and again v-rayed. The patient is instructed 
to report the following day to the daily clinic, where 
he is seen by the chief assistant. If the initial 
treatment is satisfactory the patient is referred to 
the weekly clinic, where he is seen jointly by the 
surgeon and the chief assistant, and there subsequent 
treatment is decided upon. If, on the other hand, 
further manipulation or any other treatment is 
necessary, this is arranged at once, and the patient 
is again v-rayed and referred to the next daily clinic. 
Daily attendance is continued as necessary, until 
finally the patient is referred to the weekly clinic. 
Cases under treatment are constantly reviewed at the 
weekly fracture clinics, and throughout the attendance 
the almoner is in close touch with the patient, ensur- 
ing the necessary co-operation and the carrying out 
of any instructions for domiciliary behaviour or treat- 
ment. When the time for discharge is approaching 
the almoner helps to provide suitable work, either 
in the patient’s own industry or in a special remedial 
workshop, thus ensuring that treatment does not lapse 
until the patient is finally discharged and fit for work. 


In-patient Fractures.—Patients are admitted to the 
ward either direct from the casualty department or 
from the out-patient clinics. More male than female 
beds are required, and both should be in special 
wards. In uncomplicated cases the house-surgeon at 
once commences appropriate treatment. Open (com- 
pound) fractures are dealt with as emergencies ; they 
are treated in the operating theatre (not the casualty 
department) by the surgeon or chief assistant and not 
by the house-surgeon. The following day, and daily 
thereafter, each patient is seen by the chief assistant, 
the surgeon in charge seeing the cases once weekly. 
On discharge from the ward the patient attends the 
out-patient clinic. 


It may not be possible to apply this scheme in its 
entirety to all non-teaching hospitals owing to the diffi- 
culty of providing the necessary staff. Some hospitals 
have overcome this by appointing a surgeon, paid on a 
part-time basis, responsible for fractures. Whether such 
aw appointment be made or not, it is essential that one 
surgeon should be in charge of the service. He should 
hold at least weekly clinics for in- and out-patients, and 
to these clinics all fractures should be referred. The daily 
clinics could be conducted by the resident surgical officer 
in conjunction with the house-surgeon and the casualty 
officer. 

The Committee recommends the same type of organi- 
zation for the rural hospital which deals with a small 
number of cases. The personnel will be modified accord- 
ing to the nature and size of the hospital, but there should 
still be a surgeon responsible for fractures, a daily clinic 
for in- and out-patients, and a weekly clinic where all 
patients under treatment are reviewed. It is important 
that a close liaison should be established with the nearest 
large centre where expert specialized treatment is avail- 
able. The appointment of an expert from such a centre 
as consulting surgeon to the rural hospital is advised. 
It should also be possible to arrange the immediate 
transfer to the large centre of any case which requires 
specially expert treatment from the outset. In many 
rural hospitals which are situated close to main roads 
cases of fracture are a pressing problem. Their presence 
in these hospitals often causes considerable interference 
with the normal work of the hospitals for their local 
communities. 


B. REHABILITATION CENTRES FOR THE PROVISION 
OF GRADUATED WoRK 


In a previous section the Committee has advised con- 
centration on active remedial measures in the terminal 
stages of fracture treatment, and has suggested that active 
use of the part should wherever possible replace massage 
and electrical treatment. For the bulk of patients at- 
ending the fracture clinics of hospitals—children, house- 
wives, and sedentary workers—the ordinary use of the 
limbs is sufficient and no special provision is necessary. 
On the other hand, in the case of strenuous manual 
workers the hiatus which exists between the stresses of 
such remedial activity and the stresses of full heavy work 
must be bridged by the establishment of rehabilitation 
centres for the provision of graduated work. The 
economic value which may be anticipated from such a 
centre both to employer and employee has been proved 
by the results of Dr. Moore's work at Crewe. 

It is recommended that one rehabilitation centre should 
be established in each industrial area. In some areas the 
demand could be met by further development of the 
training workshops which already exist in association with 
orthopaedic hospitals. In other areas a convalescent 
home, unoccupied mansion, or small estate on the out- 
skirts of one of the larger towns might be utilized. Resi- 
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dential quarters should be provided, for in some cases 
the patient should live at the centre until recovery is 
complete ; in others, day accommodation will be necessary 
because of the distance of the centre from the patient's 
home. The equipment must include wards, workshops of 
a simple type, a gymnasium, playing ground, and the 
means for other recreational activity. A relatively small 
physiotherapeutic staff will be capable of supervising the 
graduated occupational therapy, but there should be daily 
examination of all patients by the medical superintendent 
—an individual to be selected for his experience of 
traumatic surgery but still more for his ability to handle 
men. No surgical equipment is necessary, for there must 
be close contact with the fracture clinic which undertook 
the earlier treatment. 

It is not intended that the centre should deal primarily, 
if at all, with cases of serious permanent incapacity, and 
it is believed that few cases would require more than 
four to eight weeks of treatinent. 


C. CO-OPERATION 

Fracture units are necessary in all large areas of popu- 
lation. The problem arises as to which of the existing 
hospital agencies should undertake the task of organizing 
and maintaining a fracture unit. It is quite certain that 
fracture unit will be satisfactory, whether it be 
developed in connexion with a voluntary or with a 
municipal hospital, which does not conform to the prin- 
ciples of continuity of treatment and unity of control. 
Fracture units, wherever formed, should be available for 


ho 


teaching purposes. 

The decision as to which is the appropriate agency or 
hospital to develop a fracture unit must depend on local 
circumstances. In many areas the voluntary hospital, 
either because of the existence of a nucleus fracture 
organization or for other reasons, is the ideal venue for 
such a unit. Where that is so, local authorities, recogniz- 
ing the value of this work, might think it worth while 
to subsidize the voluntary hospital for this service from 
public funds. In areas served by several voluntary 
hospitals of moderate size it will probably be impracticable 
to develop a fracture unit in each hospital, and a scheme 
of co-operation should be evolved: a fracture unit might 
be formed at one hospital, the other hospitals arranging 
to send their fractures to that institution. In some areas 
the municipal hospital, by virtue of its accommodation, 
will offer better facilities for the development of a com- 
plete unit. In others a combination of municipal and 
voluntary agencies is the ideal method. Where this is 
the case it is of great importance to ensure, by the closest 
co-ordination and joint staffing of the institution, that 
patients who receive part of their treatment in one insti- 
tution and the remainder in another are under the close 
and continuous care of the one fracture team. The co- 
operation that is so essential in fracture organization is 
but a part of a wider co-operation that must obtain 
between all agencies administering to the care of the 
sick if wasteful overlapping and competition are to be 
avoided. 

It is urgently desirable that a complete fracture unit 
of considerable size, both as regards accommodation and 
personnel, should be set up in London. Not only would 
this minister in part to the needs of London, but by its 
example would focus attention on the desirability of the 
formation of similar units elsewhere. While all fracture 
units should be available for teaching purposes, a large 
central unit would afford opportunities of demonstrating, 
with perhaps a completeness not easily obtainable else- 
where, the main features of a fracture organization, and 
of offering teaching facilities, particularly post-graduate, 
on a large scale. 
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APPENDIX 


NON-MEDICAL FACTORS OF PROLONGED 
DISABILITY 


It is recognized that a committee which is purely 
medical in composition cannot have an intimate acquain- 
tance with all aspects of the fracture problem, The 
Committee feels, however, that its report would not be 
complete without reference to the non-medical 
factors that militate against the prompt return to his 
work of the patient who has suffered a fracture or Other 
industrial injary. 

The Workmen's Compensation Acts, although designed 
to protect the workman, have in many cases played a 
powertul part in prolonging his disability, in delaying 
his return to work, and, on occasion, in converting him 
into a permanent invalid. That the Acts are neverthe- 
less humane and beneficial is freely admitted, and the 
fact that similar Acts been produced in other 
countrics modelled on those of Great Britain is sufficient 
evidence that the ideas conceived in this country are 
sound. The Acts, however, contain no provision for the 
rehabilitation of the man after injury, and place no 
liability upon him to prove that he has sought and 
obtained efficient treatment, while the type of monetary 
benefits granted under the Acts are often positively 
harmful to the man and his family. 

In the consideration of this part of the subject persons 
suffering from fracture can usefully be divided into four 
groups: 


some 


have 


1. Those who can be expected to make a complete 
recovery from their injuries after a period of total 
disablement followed by a period of partial disable- 
ment. 

2. Those who will be partially disabled per- 
manently, but not to such an extent as to affect 
materially their prospects of ordinary employment. 

3. Those will be partially disabled per- 
manently, unable to resume their ordinary 
occupation, 

4. Those who will be totally disabled permanently. 


who 
and 


MrtHops or INSURANCE 

At the present time three methods are adopted by 
employers for insuring against the labilities imposed on 
them by the Workmen's Compensation Acts: (1) through 
the insurance companies ; (2) by mutual associations of 
groups of employers in the various trades ; and (3) by 
individual employers. 

The extent to which these three methods are followed 
in the different industries varies widely, but from annual 
statistics published by the Home Office it would appear 
that in seven of the principal industries, accounting for 
74.2 per cent. of the cases compensated and 75.4 per 
cent. of the compensation paid, payments in 1932 were 
spread over the three categories as follows: 


By insurance companies 21.9 per cent. 

By mutual associitions 44.1 

By employers 34.0 wa 
100.0 ,, 


Under the first method the adjustment between insurer 
and insured is impersonal. The insurer is concerned, not 
with the man’s recovery as such, but with the settlement 
of claim as speedily as possible. From this it is to be 
inferred that measures, such as are here proposed, which 
will very materially reduce the total incapacity periods 
of the insured will not necessarily be welcomed, since 
that must involve eventually a reduction of revenue 
through the lowering of premium, 
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The second and third methods of insurance are appli- 
cable only to firms and associations of firms employing 
large numbers of men. These have the supreme advan- 
tage over the first method in that the economic advantage 
of the insurers is implicit in the recovery and the ultimate 
welfare of the disabled man. It is for this reason that 
the mutual associations and self-insured employers so 
often find it advisable to employ their own medical officers 
to supervise the injured workman, report on progress, 
and advise treatment. 

While in many cases the matter would present con- 
siderable difficulty, it would seem advisable to make 
some effort to increase the numbers of employers who 
run their own insurance. An admirable scheme of this 
nature, recognized under the Workmen's Compensation 
Acts, is that under the control of a board of management 
composed partly of employers and partly of the werkmen 
themselves. Such a scheme allows for the provision of 
unbiased medical referees whose opinion is final and 
accepted without litigation by all parties concerned. It 
also arranges for lump sum payments, pensions, etc. 


Work 

One of the main difficulties experienced is the return 
of the convalescent man to work suitable for his physical 
condition. It is obvious that a man convalescent from 
an injury such as a fractured leg will not be unfit for 
his ordinary work one day and fit for it the next. There 
must be a time in his period of convalescence when he 
becomes fit for light work only, and when he would be 
materially benefited by the provision of such work. 
Large employers of labour should be able to assess with 
fair accuracy what percentage of the different categories 
of injury occurs annually among their employed, and _ it 
would seem possible that certain forms of occupation 
should be earmarked as suitable for convalescent or par- 
tially disabled workmen. 

There is no legal definition of what constitutes ‘‘ light 
work,’ and, indeed, it would be difficult to trame a 
definition that would cover cach and every workman. 
In framing certificates under the Acts, however, the 
medical man has habitually to make use of the term, 
and its exact definition in the individual case frequently 
proves a stumbling-block. 

The provision of light work for the disabled or con- 
valescent man, in the present industrial conditions, re- 
veals almost insuperable obstacles. Unless and until the 
injured workman is able to perform the full and complete 
work of his usual job his chances of employment are 
small. These chances, however, are greater if he is 
employed in a large workshop, and especially so if his 
employer (or the representatives of the employer) makes 
some effort to provide light jobs for the disabled man. 
The workman otherwise not only finds it difficult to obtain 
suitable employment, but is actually afraid to take up 
work that might prove too much for him and lead later 
to his discharge in favour of a man more physically fit, 
there being no dearth of substitutes in the present state 
of the labour market. The position is further complicated 
by the fact that, owing to the war, there is at present in 
this country an abnormal number of disabled men who 
may have been given special or light work, and whom 
it would be unfair to displace. The matter seems 
eminently suitable for discussion when future legislation 
is intended. 

Any scheme such as that outlined above does not dis- 
pense with the necd for rehabilitation units in the larger 
industrial centres. Many large employers of labour or 
Msurance companies might prefer to provide their own re- 
habilitation centres rather than to find suitable or light 
employment for injured men, and it is in this connexion 
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that closer co-operation between employers of labour, 
insurance companies, hospitals, and doctors would prove 
of the greatest value. 

Dr. H. E. Moore's results referred to in the Report were 
obtained in a class of patient in the employ of a large 
company and with good prospects of employment when fit. 
In earlier days a man could assume that his earning 
capacity would be restored soon after his working capacity 
vas restored. It is not surprising that to-day, with so 
much unemployment, there so often appears a tendency to 
nurse invalidity as an alternative means of subsistence. 


Lump PayMENTS 


The question of ‘‘lump sum ’’ payments is a serious 
one and requires reconsideration. The Workmen's Com- 
pensation Acts provide for compensation by means of 
weckly payments, but also give the employer the right 
to commute such weekly payments by paying the re- 
demption value, which is a sum fixed by the Act. The 
Acts, however, do not preclude the employer and the 
workman from agreeing to settle for a lump sum, and 
the only safeguard against the workman’s agreeing this 
sum at an unduly low figure for the sake of obtaining 
an immediate cash payment is the requirement that the 
court shall approve the agreement. Sometimes the work- 
man, in order to get a lump sum—for the purpose, 
perhaps, of launching out on some business prospect— 
may propose to accept a sum below the redemption value. 
If the employer puts this proposal before the court, it 
may, with due regard to all circumstances, sanction that 
arrangement. But under the present law a workman, 
unlike an employer, has no right to insist upon a lump 
sum settlement. 

The ‘“‘ lump sum ’”’ form of compensation is responsible 
for much prolongation of disability. The prospect that a 
sum of money, very considerably larger than any sum 
which the workman has been accustomed to, handle, may 
eventually be obtained if the applicant is persistent and 
patient enough, is sufficient in many cases to deter the 
disabled worker from seeking or even desiring to obtain 
restoration of function. Further, to return to work before 
the settlement of the claim would probably result in a 
diminution in the amount of ‘‘ lump sum ’’ compensation. 
The worker is in an unaccustomed atmosphere, created 
by an insurance company, his trade union, his approved 
society, his employer, the medical officers employed by 
those bodies, his own medical practitioner, and, perhaps, 
a relieving officer. There is evidence that ‘‘ touts ’’ from 
solicitors actually wait on ‘‘ accident cases ’’ to promote 
profitable litigation. It is small wonder that, until the 
compensation claim is settled, the worker’s attention is 
focused on his financial prospects rather than on his 
restoration to full activity. 

This is not the place to discuss the disasters that result 
from the acquisition of a lump sum after a_ period of 
illness and possibly slackness, or the alteration in the 
social habits of the weekly wage earner that must result. 
In short, it may be said that the prospects of a lump 
sum may induce the patient to prolong an incapacity, 
and that it may disturb his whole social life to the 
detriment of himself, his family, and the State ; and the 
failure to receive the amount he was led to expect often 
leaves him embittered and disillusioned. The prevalence 
of unemployment aggravates the situation. This method 
of compensation should be reserved for permanently in- 
capacitated workmen who have arrived at their minimum 
disability. 


“e 


DELAYS IN SETTLEMENT 
At the present time, while many cases coming under 
the Workmen's Compensation Acts are being short- 
circuited by being dealt with by a medical referee, there 
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are numbers in which prolonged delay occurs in arriving been made by the mother of the deceased insured 


at a settlement. It seems desirable that cases under the 
Acts should be dealt with expeditiously, as the delay 
is admitted to be most harmful to the mentality of the 
claimant. It would seem that in many cases, after the 
preliminary claim as regards compensation been 
admitted, a settlement might be reached without pro- 
longed delay by reference to a court of independent and 
expert medical assessors. Very large numbers of cases 
present, from the purely medical point of view, no 
difficulty in arriving at a decision. 


THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Appeals by Insured Persons’ Representatives 


Two cases which have been heard by the Medical 
Service Subcommittee in the West Riding of Yorkshire 
have a rather unusual interest because in each the 
insured person’s representative lodged an appeal against 
the committee’s decision. Appeals by insured persons or 
their representatives are extremely rare, and two cases 
reported at the same mecting of the Insurance Committee 
must almost constitute a record. One of the cases has 
additional interest in that not-only the insured person's 
representatives but the medical practitioner concerned 
lodged an appeal, and this double event must be unique. 
The facts in the first case were as follows, the complaint 
having been made by the husband of a deceased insured 
woman against an insurance practitioner for failing to 
render adequate medical treatment: 


The insured woman visited the doctor on April 16th last, 


when he gave her a prescription for medicine, and again on. 


April 18th, when he gave her a certificate of incapacity, on 
which he described the nature of the illness as anaemia. She 
continued to visit the doctor at his surgery about twice a 
week until May 9th, when she complained of constant sick- 
ness. The doctor then suspected that the anaemia might 
possibly be secondary to some underlying cause, and gave 
the insured woman an examination lasting twenty-five 
minutes in her own home on May I1th in the presence of 
her mother, but could find nothing in addition to anaemia. 
He said he was not satisfied, and advised that she should 
be examined by a certain specialist in a neighbouring town. 
The doctor visited the insured person on May 16th, gave 
her a medical certificate, and a letter to be handed to the 
specialist. The insured woman was taken to the specialist 
the following day, but he did not consider the case sufficiently 
urgent for admission to hospital, and he took a specimen 
for a blood test and told her to return on May 24th. The 
panel doctor visited the woman on May 22nd in her own home, 
and arranged to write another letter for the specialist, so that 
she might be admitted to hospital. She was so admitted 
two later, and the stated that an x-ray 
photograph was taken, but did not assist in the diagnosis 
of the case. He himself did not know whether the case was 
surgical or medical, and she was being kept under observaticn. 
On May 27th the insured woman died unexpectedly in the 
hospital, and the specialist stated that he was unaware of 
the cause of death. He asked the husband to allow a post- 
mortem examination but the permission was 
refused. The death certificate, which was made out by the 
house-surgeon 


days specialist 


to be made, 
was not preduced at the hearing. 

The Insurance Committee found that the complaint of 
neglect against the practitioner had not been substan- 
tiated, and on appeal the Minister, after considering the 
evidence, did not consider that any good grounds had 
been shown for differing from the committee’s conclusion, 
and accordingly dismissed the appeal. 


A Double Appeal 
In the second case, in which, as stated, both the 
insured person’s representatives and the practitioner 
appealed, the facts were as follows, the complaint having 


woman: 

The mother took the insured weman to the doctor's surge 
on March 21st, and the doctor examined her and Stated that 
she was not suffering from any disease, except that perhaps 
she was a little anaemic. On March 23rd the insured Woman 
was much worse, and had to stay in bed. Messages were sent 
to the doctor twice during the day asking him to visit her, 
but he did not attend. Late that night (about 10.30 p.m,) 
the patient’s brother went to fetch the doctor, and he came 
and found that the insured woman was sutfering from Measles, 
The explanation of the doctor for not responding to th. 
requests earlier in the day was that he did not get the Messages 
until he returned to his surgery at 6 p.m., and that he had 
then to deal with the patients who were in attendance the 
and to have a meal. The doctor subsequently visited the jp. 
sured woman at frequent intervals, the medical record card 
showing that he paid visits on March 23rd, 24th, 26th, 28th, 
and 30th, and on April 2nd and 5th. On April 7th the doctor 
said that the insured woman was recovering from her attack 
of measles and could get up for short periods each day. She 
did so, the dcector visiting her on April 9th, 12th, and 16th, 
The progress made at this period by the insured woman was 
not too good, and the doctor suspected tuberculous trouble 
and informed the mother to that etfect during the course of 
his visits. On April 17th, on the doctor's suggestion, it 
was arranged to call in a Bradford specialist. The specialist 
attended at the home of the insured woman on April 20th, 
made an examination, and diagnosed tuberculosis, at the same 
time suggesting that the patient should be removed to a 
sanatorium. The doctor informed the subcommittee that 
tuberculosis which has been dormant is occasionally roused 
after an attack of measles. The insured woman died some. 


‘what unexpectedly on April 21st. 


The subcommittee decided to record its opinion that 
while there would appear to have been some neglect on 
the part of the doctor before responding to the requests 
for attendance on March 23rd, there was no evidence to 
show a culpable lack of attendance during the later 
stages of the illness. The subcommittee also decided to 
recommend that the Minister of Health be requested to 
exercise the power conferred upon him under Article 4! 
of the Medical Benefit Regulations by withholding 45 
from the moneys ‘due to the committee in respect of 
medical benefit, and that this sum be then deducted 
from the fees payable by the committee to the doctor 
concerned. 

The two appeals in this case were heard in January, 
and the Minister’s decision has not yet been reported 
to the committee. 


Fee-charging: A Surprising Decision 


Cases of an unusual character appear to be in the 
majority among those under review this week. — The 
following extract from the minutes of another Insurance 
Committee for a county area embodies what must be 
regarded as a rather surprising decision. 

Correspondence has been considered with reference to an 
account for £38 3s. in respect of medical treatment rendered 
by an insurance doctor to an insured person between August 
and December, 1933. It appears that the insured person met 
with a serious accident, which necessitated his removal toa 
cottage hospital, where he was accepted as a temporary resi 
dent by a local doctor. Subsequently the insured person 
brought an action for compensation in respect of his injury, 
and the doctor was requested by the insured person's solicitors 
to submit his account for treatment, which he did in January 
last. The insured person was awarded substantial damages 
in respect of the injury. As the account was forwarded by 
the doctor to the insured person’s solicitors in January last, 
and as the matter was not brought to the notice of the 
Insurance Committee by the insured person until October, t 
is not possible for the committee to refer the matter, 4% 
involving a breach of the Terms of Service by the doctor, t 
the Medical Service Subcommittee, without applying for, and 
obtaining, the consent of the Ministry of Health. The clerk 
has been instructed, however, to inform the doctor that his 
account against the insured person cannot stand. 
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Employment of an Assistant 

The following is the report of a case again presenting 
somewhat unusual features dealt with at the last meeting 
of the London Insurance Committee. 

We have reported on many previous occasions in connexion 
with this case, which concerns a practitioner, a very elderly 
gentleman, who carrics on the practice of a deceased practi- 
tioner to enable a son and daughter of the latter to succeed 
to the practice when they become qualified to do so. This 
matter first came before us in February, 1929, when the 
practitioner concerned made application for consent to the 
employment of an assistant. In January, 1932, the com- 
mittee, upon our recommendation, decided to withdraw its 
consent to the employment of an assistant, and an appeal 
by the practitioner against the decision was upheld by the 
tribunal appointed by the Minister of Health: this result 
appeared to us to be based largely upon the fact that the 
existing arrangements were likely to be terminated at an carly 
date upon the medical qualification of the son and daughter 
of the late practitioner referred to, who, as stated in the 
report of the tribunal, had practically completed their medical 
studes. In our last report to the committee on January 
95th, 1934, we stated that it had been ascertained that the 
daughter had been unable to sit for examinations owing to 
illness, and that the son had successfully passed half of his 
qualifying examinations and expected to become qualified in 
April, 1934. We understand that the son obtained a qualify- 
ing degree in April, 19384, and in connexion with our annual 
renewal of the consent to the employmeut of an assistant an 
inquiry was addressed to the practitioner concerning the 
probability of his (the son's) succession to the practice. The 
practitioner’s reply indicated that the circumstances in  con- 
nexion with the practice are the same as existed when the 
permission was originally granted, and added that when the 
son and daughter ‘‘ are prepared to come into the practice 
I shall inform you.’’ No information was submitted as to 
whether either or both are now qualified or as to the stage 
which their medical education has reached, 


‘ Tt has since been ascertained that the son’s name is 


included in the Medical Register. The subcommittee 
decided to recommend that the application of the practi- 
tier for renewal of the consent to the employment of 
an assistant after December 31st should be declined. The 
local Medical and Panel Committee was duly consulted in 
accordance with the Terms of Service, and the following 
letter, dated January 22nd, 1935, was received from that 
committee : 

“My committee has had under consideration vour letter... 
with reference to the annual renewal of the consent of the 
employment of an assistant by Dr. Wien my committee 
considered this case in March, 1932, it disagreed with the 
view of your committee that consent to employ an assistant 
should be withheld, as it understood that cither the son or the 
daughter of the former (deceased) incumbent would be quali- 
fying in the near future with a view to assuming responsi- 
bility for the practice. Over two years have elapsed, and, 
although the son qualified in April of last year, apparently 
no alteration has been made in the practice arrangements. 
The appropriate subcommittee of my committee invited Dr. 
— and the son and daughter to atiend before it at its last 
meeting to submit their observations, but they did not’ do 
so. Dr. replied that he had apphed for the renewal 
of permission to employ an assistant ; that the son of the late 
practitioner had been holding a resident hospital appointment, 
and he now wished, for private reasons, to go into the 
practice as an assistant in the first instance. My committee 
is of the opinion that your committee has given Dr. 
every consideration, and that it is now justified in holding 
that further consent to employ an assistant should be with- 
held. My committee therefore passed the following resolution 
at its meeting to-day: That the committee do inform the 
Insurance Committee that it concurs with its opinion that 
consent to the employment of an assistant by the practitioner 
concerned should not be renewed after December 31st, 1934.’’ 
_As the two committees agreed on the matter the practi- 
tioner is not entitled to appeal to the Minister of Health, 
but, in order to give the practitioner an opportunity of 
making the necessary arrangements for the conduct of his 
Practice without an assistant, the Insurance Committee 
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decided to renew its consent to the employment of an 
assistant until March 31st, 1935, but not after that date. 
It may perhaps be pointed out that the question at issue 
in this case was not whether the practitioner, by reason 
of the consent to employ an assistant, should have upon 
his list the extra number of insured persons which is 
allowed in the case of a practitioner who has an assistant 
—that is, up to a limit of 4,000 instead of 2,500—but 
rather that there was no reasonable expectation that the 
practitioner would be able to give the normal personal 
service which is expected under the Terms of Service. 
The relevant provisions where an assistant is employed 
may be summarized as follows. In the case of a practice 
carried on by a principal and assistant treatment may at 
any time be given, either by the principal or the assistant, 
provided reasonable steps are taken to secure continuity 
of treatment, but the patient is entitled to require the 
personal services of a principal, except where he is pre- 
vented from attending by urgency of other professional 
duties, temporary absence from home, or other reasonable 
cause. 


Employment of an Assistant: “Condoning a Breach” 


And finally, in another case before the London Insur- 
ance Committee, we venture to offer quite friendly 
comment on the committee's decision, which is reported 
briefly as follows: 

The practitioner referred to in this case employs an assistant 
in order to comply with the Medical Benefit Regulations 
regarding the limitation of lists. The practitioner found it 
necessary summarily to determine the engagement of his 
assistant on December 8th, 1934, but was unable to secure 
the services of a successor until December 17th, 1934, thus 
being without the services of an assistant for a period of eight 
days. We are satisfied that the practitioner secured a new 
assistant with reasonable promptitude, and in the circum- 
stances we have decided to condone the failure of the practi- 
tioner to comply with the conditions relating to the employ- 
ment of an assistant in this instance. 

Is it not a little unusual to find a breach of regulations 
and condone the failure where so obviously the spirit of 
the regulation has been fully comphed with, it having 
been found that the practitioner had secured a new 
assistant with reasonable promptitude? A better formula 
would seem to have been that no further action should be 
taken in the matter. 


Correspondence 


PANEL PATIENTS WITHOUT A DOCTOR 

Str,—Can something not be done to help the country 
practitioner in whose area new housing estates are being 
occupied apace? Most of tbe occupants are panel patients, 
and so many are on the lists of doctors living in other places 
right out of the area. They do not change their doctor until 
illness overtakes them—possibly years later. maintain 
that ‘‘ things do nof even themselves out,’’ as we are told, 
for the migration is all from the town to the country, and 
not vice versa. The town doctor, though it touches his 
pocket, will in honesty admit the injustice. 

Another evil is that newly insured persons hold the wide- 
spread belief that they have no panel doctor because they 
have not been ill. A patient who now claims heavily on 
my services, until a week or two ago had not chosen a doctor 
since he became insured before the war! One is tempted to 
pray for an epidemic. Can pressure be brought upon such 
procrastinators by fine or other means? To remonstrate is 
often to lose both patient and reputation ‘* for being abrupt.” 

L would suggest that the approved socicties, who invariably 
receive their share of the contributions, be authorized to 
demand that, as a condition of continued insurance, patients 
should keep their cards up to date in the matter of address 
and name of doctor ; the agents could check this by quarterly 
inspection. The ‘‘ Instructions—please read carefully ’’ are, 
by their own admission, seldom read by patients. 

‘IT do not gnash my teeth alone: must ‘we gnash in vain? 
—I am, ete., 

Ex-SeRVICE. 


February Sth. 
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BOOKS ADDED TO THE LIBRARY 


The following books were added to the Library of the British 
Medica] Association during January, 1935: 
Appleton, J. L. T.: 


3acterial Infection, with Special Reference to 


Dental! Practice. Second edition. 1984 

Bailey, H., and Love, R. J, M:: Short Practice of Surgery. 
Second edition, 1935. 

Bartlett, Fk. C.: Problem of Noise. 1984. 


de Beer, G. R.: Introduction to Experimental Embryolegy. Second 
edition. 1984, 

3ell, KE. T. (Editor): Textbook of Pathology. 

Berkeley, Sir C., and Bonney, V.: Textbook ot 
Surgery. Third edition. 1935. 

3ircher-Benner, M. O.: Health-giving Dishes. 

Bull, H. C. H.: X-Ray Interpretation. 1935. 


Second edition. 1935. 
Gynaecological 


1934. 


Chapin, C. V., Papers of. Edited by Clarence L. Scamman,. 1934. 

Charette, G.: What is Homceopathy? 1984. 

Cowan, J., and Ritchie, W. {f.: Diseases of the Heart. Third 
edition. 1935. 

Craig, A.: Sex and Revolution. 1924. 


Gillespie, R. D.: Mind in Daily Life. 1923. 
Groddeck, G.: World of Man. 1924. 

Gujral, M. L.: Injection Treatment in General Practice. 1934. 
Hammond, T. E.: Principles in the Treatment of Inflammation. 
1934. 
Hutchison, 
1935. 
Kisthinios, N.: 


R., and Hunter, D.: Clinical Methods. Tenth edition. 


Le Traitement des Cardiopathies par 1l’Association 


Sucre-insuline, 1933. 

Kleinschmidt, H.: Therapeutisches Vademecum fiir die INinder- 
praxis. Seventh edition. 1985. 

Kuno, Y.: Physiology of Human Perspiration. 1924. 

McGregor, A. L.: Synopsis of Surgical Anatomy. Second edition, 
1934. 


Martinet, A.: Diagnostic Clinique. Sixth edition. 1924, 

May and Worth’'s Diseases of the Eye. Seventh edition, revised by 
M, L. Hine: 19384. 

Needham, J.: History of Embryology. 1934. 

Nemours-Auguste: ,Radiologie de la Vésicule Piliaire. 

Oliver, H. G.: Etiology and Treatment of Spasmodic 
Asthma. 1934 

Phipson, E. S.: Medical Survey of Aden. 1933. 

Schliephake, E.: IKurzweilentherapie. Second edition. 


1984. 
Bronchial 


1935. 


Scott, H. H.: Some Notable Epidemics. 1924. 

Semashko, N. A.: Health Protection in U.S.S.R. 1934. 

Sherman, FT. C I’ood and Health, 1934. 

Stevens, A. A Manual of the Practice of Medicine. Thirteenth 
edition. 1934. 

Striimpell-Seyfarth Lehrbuch der speziellen Pathologie und 
Therapie der inneren) Krinkheiten.  Thirty-first-thirty-second 
edition. Two volumes. 1924. 

Turner, P., and Eckhoffi, N. L.: Aids to Osteology. Third edition. 
1934. 

Wakeley, C. P. G.: Aids to Operative Surgery. Second edition. 
1934. 

Wigglesworth, V. B.: Insect Physiology. 1934. 

Wolff, EK.: Pathology of the Eve. 1934. 

Young, T.: Becontree and Dagenham. 1934. 


British Medical Association 


CLINICAL AND SCIENTIFIC PROCEEDINGS 


RICHMOND DIVISION 
Hyperpiesis and Arteriosclerosis 


A meeting of the Richmond Division was held at 
Richmond Royal Hospital on January 11th, when Dr. 
W. Hatrs Datty read a paper on “ Raised Arterial 
Pressure and the Effects of Arteriosclerotic Disease.’’ 

He pleaded for a more extensive use of modern mercurial 
sphygmomanometers, which were now made in compact 
and portable form. The aneroid types were less accurate 
over long periods of time, and were much more likely to 
get out of order. A high arterial pressure discovered 
accidentally, and with no accompanying symptoms, was 
not of serious import. It was necessary to take a careful 
family and personal history. In the first place, significance 
was to be attached to rheumatism, gout, syphilis, or 
alcoholism, and in the second te antecedent infections, 
chronic sepsis, occupations involving strain or poisoning, 
faulty habits, emotional disturbances, and nycturia. 
Systematic investigation of the cardiovascular system 


should include several successive readings of the brachial 
arterial pressure until the basic or residual pressure had 
been determined with the patient quiescent and relaxed. 
The first two or three readings were discarded, and only 
picture 


the residual recorded. The complete arterial 


| 
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should be noted as (1) systolic, (2) diastolic, (3) differ 
tial, and (4) pulse rate and character. The condition 7 
the walls of the superficial arteries should be determines 
and also that of the heart. Whenever the functional] state 
of the kidneys was in doubt a blood urea test should be 
performed, any blood urea figure of over 50 mg. bein 
conclusive of nitrogen retention in the absence of acute 
intestinal obstruction. The amount of information given 
to the patient would depend on his temperament, but the 
actual pressures should not be mentioned, since they might 
be relatively unimportant. Particular care should pg 
taken not to increase the alarm of the nervous type of 
patient ; he should be placed in the hands of a physician 
skilled in circulatory disorders, who could calm feag 
and prescribe a suitable mode of life. While hyperpiesis 
might be taken to include all types of raised arterial 
pressure, whether physiological or pathological, tempor 
or permanent, renal or non-renal, a syndrome could pe 
defined which had been named hyperpiesis py 
Allbutt. The remaining forms of hyperpiesis comprised 
autonomic-endocrine dysfunction types, and those due to 
intestinal subinfection, bacterial toxaemias, and focal 
infections from the tonsils, gums, teeth, nasal accescory 
sinuses, the appendix, gall-bladder, and prostate gland. 

From the investigation of apparently healthy children 
and adolescents it had been shown that hyperpiesis began 
apparently as a transient functional phenomenon jn 
subjects with an over-responsive vasomotor system when 
exposed to physical or psychical stress. The exciting 
cause was often apprehension, or anxicty for success in 
examinations or sports. In later life it might be a reaction 
against the hurry and_ stress of our present super. 
civilization in the form of a heightened excitability of the 
vasomotor centre. The autonomic nervous system con- 
sisted of two physiologically antagonistic divisions: the 
sympathetic (katabolic) and the parasympathetic, or 
extended vagus system (anabolic). The sympathetic 
acted with the pituitary, thyroid, suprarenals, and gonads, 
with influences upon metabolism in general, while the 
parasympathetic had a more limited association with the 
parathyroids and the cell islets of the pancreas. Cushing 
had reached the important conclusion that functional 
over-activation of the posterior pituitary lobe represented 
the pathological basis of hyperpietic disorders. From 
recent biochemical investigations it would not be difficult 
to assume that all hyperpiesis originated from altered body 
metabolism, whether as the result of toxaemia or other- 
wise. Another important factor was deficient elimination 
of waste products by the kidneys, skin, and_ lungs. 
Probably there existed more than one source of raised 
arterial pressure, but most cases were due to circulatory 
toxins. Sympathetic over-action caused a_ widespread 
constriction of the arterioles. Pathological — changes 
constituted the essential nature of arteriosclerosis, while 
age changes caused distension, dilatation, and eventual 
tortuosity of the arteries, accompanied by trophic dis 
turbance, resulting in the deposition of waste material. 
The balance of evidence was clearly against alcohol as 
a cause.  Arteriosclerosis caused hypertrophy of the 
heart ; involved the small arteries and arterioles, particu 
larly of the kidneys and spleen ; and might be independent 
of hyperpiesis, or hyperpiesis be independent of arterio- 
sclerosis. Intermittent rises of arterial pressure in the 
form of angiospasm resulting from sympathetic over- 
action might induce a state of hypotonia which, mait- 
tained over long periods of time, might give rise to more 
permanent arteriolar constriction, and lead eventually to 
actual thickening of the arteriolar walls. 

Dr. Halls Dally did not believe that high arterial pres 
sure could not be influenced favourably by treatment. 
In hyperpiesia, especially when seen in the early stages, 
or at the menopause accompanied by obesity, a 00 
prognosis could usually be given. He cited a case m 
which success attended the administration of whole-gland 
pituitary and small doses of thyroid, with a_ lacto-ovo 
vegetarian diet. The diastolic pressure was a more definite 
indicator of the peripheral resistance than was the systolic; 
it revealed the amount of continuous load borne by the 
heart and arteries, and the eliminative capacity of the 
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The most frequent causes of death were circula- 
lure (45 per cent.), cerebral haemorrhage or throm- 
bosis (30 per cent.), coronary disease (15 per cent.), and 
terminal infections such as pericarditis, pleurisy, and 
neumonia. Dr. Halls Dally concluded with an account 
of the prevention and control of these conditions. He 
emphasized the importance of the patient acquiring a 
hilosophical outlook and regular habits. The total food 
intake should be restricted to the minimum metabolic 
needs of the patient. Excess of fats and carbohydrates 
was harmful, and animal protein should only be taken in 
small quantity once a day. _Arteriosclerotic and hyper- 
pietic patients were best without alcohol. Rest must 
be adequate and exercise graded according to the indi- 
yidual capacity, care being taken to avoid over-exertion 
and fatigue. In arteriosclerosis the high blood calcium 
content should be balanced by the administration of acid 
sodium phosphate. The hypertonic group with perman- 
ently raised pressures benefited by treatment with theo- 
promine calcium salicylate. Iodides had little direct effect 
upon the arterial pressure, apart from cases of syphilis or 
jumbism. High pressure headaches were best relieved 
by potassium bromide and chloral hydrate at bedtime. 
The nitrites and other potent vaso-dilators should be 
reserved for emergencies. Digitalis might well be given 
in appropriate doses whenever cardiac insufficiency 
arose in arteriosclerosis. It did not raise the arterial 
essure, but often reduced the diastolic and systolic 
pressures, at the same time increasing the pulse pressure. 
It was not of much avail, however, if the pulse rate was 
already slow, but by slowing a rapid pulse it warded off 
the symptoms that foreshadowed breakdown. 
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Meetings of Branches and Divisions 


BIRMINGHAM BRANCH: West BROMWICH AND SMETHWICK 
Divis!ONn 


A special meeting of the West Bromwich and Smethwick 
Division, to which all non-members in the area ot the 
Division, and also the medical staffs of the West Bromwich 
and District General Hospital and Hallam Hospital, were 
invited, was held at West Bromwich on December 13th, 1934. 

Through the courtesy of Bayer Products Ltd. a cinemato- 
gaph demonstration of evipan sodium intravenous anaesthesia 
Was given. 

{t was proposed by Dr. L. C. S. BrouGuron, seconded by 
Dr. J. YULE, and carried unanimously 

That, in the opinion of the West Bromwich and Smethwick 

Division, no medicel practitioner should, after the date of adop- 

tion of this resolution, apply for, or accept, any whole-time 

public health appointment within the area of the Division under 

a local authority which was not applying the memorandum of 

recommendations in regard to salaries of whole-time public health 

medical officers, as approved and adopted by the Annual Repre- 

sentative Meeting, 1929. 

Dr. CHARLES Hitt (Assistant Medical Secretary) addressed 
the meeting on ‘‘ The Local Authority, the Hospital, and the 
General Practitioner.”’ Dr. Hill dealt at considerable length 
with the greatly extended powers conferred on local autho- 
tities by recent legislation, particularly the Local Government 
Act, 1929. The provision of health services, he said, was often 
accompanied by encroachment private practice. Ante- 
natal services were an attempt to reduce maternal mortality 
aud morbidity, and to improve the general health of the 
mother and child. They could not be said to have succeeded. 
The most serious criticism was lack of continuity in the 
services. Possible solutions of the problem, base} on con- 
tinuity of care, were discussed. Dr. Hill urged greater co- 
operation between the local authority and the voluntary 
hospital. He discusse] domiciliary Poor Law medical service, 
and described the British Medical Association’s Public Assis- 
tance Medical Service Scheme, the basis of which was ‘‘ free 
choice.”’ 

Dr. Brousuton and Dr. Yure joined in the discussion 
Which followed, and Dr. Hitt answered a number of questions. 
On the motion of Dr. BROUGHTON, seconded by Dr. J. M. 
Mircuet, Dr. Hill was heartily thanked for his address. 


A meeting of the West Bromwich and Smethwick Division 
was held on January 17th, when Dr. T. Anwyt Davies gave 
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an address on ‘‘ Venereal Diseases, with Special Reference to 
the Diagnosis of Gonorrhoea and the Clinical Appearances and 
freatment of Syphilis."’ The lecture, which was illustrated 
by a remarkable series of lantern slides, proved most interest- 
ing and instructive, and Dr. Davies was heartily thanked for 
his address, 


HoNG-IXONG AND CHINA BRANCH 


The annual general meeting of the Hong-Kong and China 
Branch was held on December 5th, 1934, in Hong-Kong, 
when the following officers were elected for the ensuing year: 


President, Dr. D. G. R. Black. Vice-President, Dr. J. Valentine. 
Honorary Secretary, Dr. S. S. Strahan. JZvreasurer and Librarian, 
Dr. A, L. Dovey. 


Dr. BLack gave as his presidential address an account of the 
various drugs available as anaesthetics and analgesics in 
labour. He summed up by saying that until more was known 
about the newer drugs he still pinned his faith to chloroform 
and morphine and the well-tried bromides and chloral. An 
interesting discussion followed. 

At a council meeting of the Branch held at a later date 
a programme for the season was discussed. It was decided 
that the first meeting, in January, should be devoted to a 
discussion on angina pectoris. At the February meeting it was 
hoped that Dr. J. P. Maxwell, who would be passing through 
the Colony at that time on his way back to the Peking Union 
Medical College, would speak on osteomalacia. The March 
meeting will be devoted to the demonstration and discussion of 
clinical cases. 


Kent BraNncH: MAIDSTONE DIVISION 


A general meeting of the Maidstone Division was held at the 
Kent County Ophthalmic and Aural Hospital, Maidstone, on 
December 6th, 1934, when Dr. Martin Hatitam was in the 
chair. 

Dr. Rosert Forses (Deputy Medical Secretary) gave an 
interesting discourse on ‘‘ The Problems of Insurance Practice, 
Present and Future.’’ Dr. Forbes indicated the difficulties 
which were likely to be experienced in any future assessment 
of the appropriate capitation fee for national health insurance 
work. The discussion which ensued ranged over such matters 
as record keeping, certification, post-graduate instruction for 
insurance practitioners, and differentiation between private 
and insured patients. 

At the close of his address Dr. Forbes ventured a few 
prognostications on medical practice under a political regime 
ditferent from that at present existing. 

Votes of thanks were passed to the board of management of 
the hospital for the use of the board room, and to the matron 
for the very enjoyable refreshments. 


LANCASHIRE AND CHESHIRE BRANCH: WARRINGTON Division 


A meeting of the Warrington Division was held at Warrington 
Infirmary on February Ist, when over seventy members, repre- 
sentatives from the staffs of the Infirmary, Borough General 
Hospital, public health services, and the Maternity Home, and 
local midwives, were present. 

A film on ‘‘ The Science and Art of Obstetrics ’’ was shown 
by the courtesy of Petrolagar Laboratories Ltd. The film was 
clear and instructive, and was well received. A vote of 
thanks to the company and their representative was proposed 
by Dr. J. Manson. 


BrRANcH: LEICESTER AND RUTLAND Diviston 
A meeting of the Leicester and Rutland Division was held 
at Leicester on February Ist, when over sixty members were 
present. 

Sir James Purves-Stewart delivered a lecture on ‘‘ Medicine 
in Soviet Russia.’” Many questions were asked, and on the 
motion of Mr. C. V. Bonp, seconded by Dr. AsSTLEY CLARKE, 
a vote of thanks was accorded Sir James Purves-Stewart for 
his address, 


BRAxXcH: West NoRFOLK DivistIon 


A meeting of the West Norfolk Branch was held at the West 
Norfolk and King’s Lynn General Hospital on January 10th, 
when Dr. A. B. DUMMERE was in the chair. The SECRETARY 
reported his attendance at a subcommittee of the Branch 
Council, which was taking up the question of salaries paid by 
the Norfolk County Council to whole-time medical officers. 

Two films, on ‘‘ Sewage Disposal’? and Labour with 
Uniovular Twins ’’ respectively, were shown. 


| 


| 
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BRANCH AND DIVISION MEETINGS TO BE HELD 


Batu, BrisToL, AND SOMERSET BrancH.—At Royal United 
Hospital, Combe Park, Bath, Wednesday, February 20th, 
8.30 p.m. B.M.A. Lecture by Professor Sydney A. Smith: 
The Aberdeen Murder.”’ 


3IRMINGHAM BRANCH.—At Birmingham Medical Institute, 
154, Great Charles Street, Birmingham, Thursday, February 
2ist, 8.30 p.m. Dr. Letheby Tidy: ‘‘ Modern Advances in 
Amiemia.’’ Preceded by informal supper at 7.30 p.m. At 
Selly Oak Hospital, Friday, February 22nd. Meeting of 
Pathological and Clinical Section. 

BIRMINGHAM Brancu: Duptey Diviston.—At Talbot Hotel, 
Stourbridge, Tuesday, February 19th. Dr. Charles Hill 
(Assistant Medical Secretary): ‘‘ Effects of Recent Legislation 
on Medical Practice.’’ Preceded by supper at 8.30 p.m. 

Dorset West Hants’ Branch: West Dorset 
Division.—At Town Hall, Guildhall, Dorchester, Sunday, 
February 17th, 5 p.m. Meeting open to all medical practi- 
tioners in Dorset to discuss a scheme to establish a Public 
Medical Service in Dorset Dr. Robert Forbes (Deputy 
Medical Secretary) will be present. 


DuNDEE Brancu —At Medical School, University College, 
Small’s Wynd, Dundee, Wednesday, February 20th, 8.30 p.m. 
Dr. A. E. Kidd: ‘‘ Round some Thermal Resorts in France.’’ 


Iste oF Man Mepicat Society oF MAN BRANCH).— 
At Noble’s Hospital, Douglas, Sunday, February 17th, 4 p.m. 
Mr. B. L. McFarland: ‘‘ Infantile Paralysis of the Lower 
Limbs.”’ 

itint BRaNcH: FOLKESTONE Diviston.—Joint meeting with 
Folkestone Medical Society at Burlington Hotel, Folkestone, 
Thursday, February 21st. 7.30 p.m., Dinner. 8.45 p.m., Dr. 
Charles Hill (Assistant Medical Secretary): ‘‘ Effects of Recent 
Legislation on Medical Practice.’’ 


Kent Brancu: Iste or THaneT Diviston.—At Grand Hotel, 
Cliftonville, Tuesday, February 19th, 8.45 p.m. Mr. A. L. 
Moreton: ‘* Orthopaedic Problems, with Special Reference 
to General Practice.’’ Preceded by small dinner at 7.45 p.m. 


LANCASHIRE AND CHESHIRE BRANCH: SOUTHPORT DIVISION.— 
—At 52, Hoghton Street, Southport, Friday, February 22nd, 
8.30 p.m. Kodak films. 


METROPOLITAN COUNTIES BRANCH: KENSINGTON DIVISION.— 
At Hammersmith Hospital, Ducane Road, W., Tuesday, 
February 19th, 8.45 p.m. Dr. I. D. Suttie: ‘‘ Psychology of 
Medical Cults an1 Heresies.”’ 

METROPOLITAN COUNTIES Branco: LeEWIsHAM TD 1v1s10N.— 
At Catford Town Hall, Tuesday, February 19th, 8.45 p.m. 
Mr. Arthur May: ‘‘ Some Aspects of Sterility.’’ 


METROPOLITAN COUNTIES BRANCH: STRATFORD DIvVISIUN.— 
At Gas Light and Coke Company’s Offices, Broadway, Iltord, 
Tuesday, February 19th, 9.15 p.m. Mr. Hamish Nicol: 
** Modern Conception and Treatment of Venereal Diseases.’’ 


METROPOLITAN COUNTIES 3RANCH: WESTMINSTER AND 
Division.—At Florence Restaurant, W., Friday, 
February 22nd, 8.30 p.m. Discussion: ‘* The Osteopaths 
Bill and the General Practitioner.’’ To be opened by Dr. 


W. J. O'Donovan. 

METROPOLITAN COUNTIES BRANCH: 
At McWhirter House Restaurant, Abbey Road, N.W., 
Wednesday, February 20th, 9 p.m. Dr. F. M. Harvey: 
‘The Electrocardiograph in General Practice.’’ 


WILLESDEN DIVISION.— 


3RANCH.—At Royal Victoria Infirmary, 
Thursday, February 21st, 2.30 p.m. 


NORTH OF ENGLAND 
Newcastle-upon-Tyne, 
Scientific meeting. 

Nortu oF ENGLAND BRANCH: NEWCASTLE-ON-TYNE DIVISION, 
—At 7, Windsor Terrace, Newcastle-on-Tyne, Thursday, 
February 21st, 8.30 p.m. Cinematograph display. 


STAFFORDSHIRE BRANCH: NORTH STAFFORDSHIRE Diviston.— 
At North Staffordshire Royal Infirmary, Stoke-on-Trent, 
Thursday, March 21st, 3.80 p.m. Dr. John Parkinson: 


Hypertension.”’ 


Sussex BrancH: BriGHTON Diviston.—Joint meeting with 
Brighton and Hove Association of Pharmacy at Grand Hotel, 
Brighton, Tuesday, February 19th, 9 p.m. 
‘* Pharmacy and Physic in a Garden.”’ 
supper at 8 p.m. 
day, February 21st, 3.45 p.m. 


Mr. G. Morgan: 
Preceded by informal 
At Lady Chichester Hospital, Hove, Thurs- 
Clinical meeting of Division. 


Surgery.’ 
YORKSHIRE 
Station Hotel, 


YORKSHIRE BRANCH: BRADFORD Diviston.—At Midlang 
Hotel, Bradford, Tuesday, February 19th, 8.30 p.m, 
Lecture by Mr. A. Tudor Edwards: 


BRANCH: 
Goole, Tuesday, February 19th, 


[n 


B.M. 
“A Review of Chea 


GOOLE AND SELBY Division.—At 
7.45 p.m 


Supper ; 8.30 p.m., Meeting to consider proposal to adopt 
resolution regarding salaries of whole-time public health 


medical officers under a local authority. 


Paper by Mr, J 


Foster (Leeds): ‘‘ Visual Failure, its Causes and Treatment in 
and after Middle Age.’’ 


TABLE OF OFFICIAL DATES 


March 15, Fri. 
March 23, Sat. 


April 3, Wed. 
April 13, Sat. 


April 20, Sat. 


April 27, Sat. 


May 11, Sat. 


May 13, Mon. 


May 18, Sat. 


June 1, Sat. 


June 5, Wed. 
June 6, Thurs. 


June 22, Sat. 


July 3, Wed. 
Eri: 
July 20, Sat. 
July 22, Mon. 


July 23, Tues. 


July 24, Wed. 


Sept. 10, Tues. 
Sept. 11, Wed. 
Sept. 12, Thurs. 
Sept. 13, Fri. 


Branch Reports for 1934 due by this date, 

Nomination Papers available (on application at 
Head Office) for election of (i) 24 Members of 
Council by grouped Branches in the British 
Isles ; (ii) 2 Public Health Service Members of 
Council and 4 representatives of Public Health 
Service in Representative Body. 

Council. 

Last day for receipt at Head Office of Clinical 
Papers by Medical Students and Newly Qualified 
Practitioners. 

Publication of Annual 
B.M.J. Supplement. 

Last day for receipt at Head Office of Nomina. 
tions: (1) by a Division of not less than 
3 Members, for election of 24 Members of Council 
by grouped Branches in the British Isles ; (ii) 
for election of 2 Public Health Service Members 
of Council and 4 representatives of Public 
Health Service in Representative Body. 

Publication in B.M.J. Supplement of list of 
Nominations for election of (i) 24 Members of 
Council by grouped Branches in the British 
Isles ; (i) 2 Public Health Service Members of 
Council and 4 representatives of Public Health 
Service in Representative Body. 

Voting Papers posted from Head Office where 
there are contests in above elections. 

Appheations for Scholarships and Grants must be 
received at Head Office by this date. 

Motions by Divisions and Branches for A.RM. 
Agenda on matters of which two months’ 
notice must be given must be received at Head 
Office by this date. 

Publication in B.M.]. Supplement of Motions and 
Amendments by Divisions Branches for 
A.R.M. on matters of which two months’ notice 
must be given. 

Representatives and Deputy 
must be elected by this date. 

Last day for receipt at Head Office of Voting 
Papers for election, where there are contests, 
of (i) 24 Members of Council by grouped 
Branches in the British Isles; (ii) 2 Public 
Health Service Members of Council and 4 repre 
sentatives of Public Health Service, in Repre- 
sentative Body. 

Publication in B.M.]. Supplement of result of 
election of Members of Council bv grouped 
Branches, and result of election of Members of 
Council and representatives in Representative 
Body by Public Health Service members. 

Nomination Papers available (on application at 
Head Office) for election of 12 Members of 
Council by Representatives (British 
Isles). 

Council. 

Names of Representatives and Deputy Repre- 
sentatives must be received at Head Office by 
this date, 

Publication of Supplementary Report of Council 
in B.M.J. Supplement. 

Other items for inclusion in 
Agendy must be received at 
this date. 

Annual Representative Meeting, London. 

Annual Representative Meeting, London, 

Annual Representative Meeting, London. 

Counc.!. 

Annual Representative Meeting ; Annual (Business) 
General Meeting ; London. 

Conneil. 

Conference of Honorary Secretaries, London. 

Adjourned Annual General Meeting ; Presidents 
Address ; Melbourne. 

Mectings of Sections, etc., Melbourne. 

Meetings of Sections, ete., Melbourne. 

Annual Dinner of the Association, Me!bourne. 

Meetings of Sections, etc., Melbourne. 


Report of Council in 


Representatives 


ouped 


A.R.M. printed 
Head Office by 
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Naval and Military Appointments 


ROYAL NAVAL MEDICAL SERVICE 

Surgeon Captain G. 1D. G. Fergusson to the Lamar, for Royal Naval 
Hospital, Hong-hong, 

Surgeon Commanders ik. W. Mussen to the Victory, for Haslar 
Hospital; J. A. O'Plynn to the Went; A. W. McKoric, lent to 
New Zealand Division. : 

The seniority of Surgeon Lieutenant F. Bush has been ante- 
dated to May 17th, 1931. 

Surgeon Lieutenant S. K. Foster to the Harrier, 

Royat Navat VoLuNTEER RESERVE 

Surgeon Lieutenant Commander oI. Puddy to the Victory, for 
Haslar Hospital. 

Probationary Surgeon Lieutenant VP. G. Burgess to the 
Surgeon Sublieatenant R. Alderson to be Surgeon Lieutenant. 
GS. Irvine has entered as Probationary Surgeon Sublieutenant, 
and is attached to List 2 of the London Division. 

ROYAL ARMY MEDICAL CORPS 

Captains A. Bennett (provisional), W. Carter, J. ON. 
Atkinson (provisional), J. I. Corner (provisional), and J. VT. Smyth 
to be Majors. 

The appointment of Lieutenant C. B. R. Pollock has been ante- 
dated to October 29th, 1922, under the provisions of Article 36, 
Royal Warrant for Pay and Promotion, 1931, but not to carry pay 
and allowances prior to September 29th, 1983. 

Lieutenant C. Bo R. Pollock to be Captain, September 29th, 1934, 
with seniority May Ist, 1924, next below Captain R. TP. Shipman. 
(Substituted for notification in the London Gazette of September 
ath, 1924.) 

L. E. Odlum, J. G. M. A. Brunet, and R. O. A. Leroux to be 
Lieutenants (on probation). 


ROYAL AIR FORCE MEDICAL SERVICE 

Flight Lieutenants J. A. Wersley to Station Headquarters, Biggin 

Hill; J. M. Kitchie to Station Headquarters, Hornchurch. 
TERRITORIAL ARMY 
Rovat Army Mepicar Corrs 

Major J. M. Chryst‘e to be Lieutenant-Colenel. 

Captain G. H. Thompson resigns his commission 

Captain M. J. Malley, to be Divisional Adjutant, 
#2nd (East Lancs) Division and School of Instruction, vice Major 
G. A. Bridge, M.C., K.A.M.C., vacated. 

Lieutenants RK. W. Hendry, D. Denny-Brown, and M. Robb 
. to be Captains. 

P. Spence to be Licutenant. 

Supernumerary for with O.T.C.—Second Lieutenant W. S. 
Harvey, from Generil List, to be Lieutenant, supernumerary for 
service with Edinburgh University Contingent (Medical Unit), 
Senior Division, O.T.C. 

TERRITORIAL AkMY Resexve OF OFFICERS: Royat ARMY 
Corps 

Lieut.-Col. and Brevet Colonel H. E. McCready, M.C., T.D., 
having attained the age limit, retires and retains his rank, with 
permission to wear the preseribed uniform. 


DIARY OF SOCIETIES AND LECTURES 
Royat Sociery or MEDICINE 

General Meeting of Fellows, Yues., 5.30 p.m. Ballot for Election 
to the Fellowship 
Section of Pathology.—Vues., 8.30 p.m. Laboratory Meeting in 
Pathological Department, Cancer Hospital (Free), Fulham Road, 
S.W. Demonstrations. 
Section of Dermatology.—Thurs., 5 p.m. (Cases at 4 p.m.) Cases 
of Cutaneous Syphilis will be shown, 
Section of Neurology. —TVhurs., 8.30 p.m. Pathological Meeting. 
Specimens will be shown. 
Section of Disease in Childven.—Fri., 5 p.m. (Cases at 4.30 p.m.) 


Section of Epidemiology and State Medicine.—Fri., 8.30) p.m. 


Discussion : Problems of Rural Water Supply. Openers: Colonel 
H. Harold and Mr. R. G. Hetherington. 


CampripGe Mepicar Socirry.—At Addenbrooke's Hospital, Fyi., 


2.30 p.m. Dr. R. AL Noble: Some Psychological Principles in 
Medicine, 

Cueisea Crinicar, Sociery.—-At Hotel Rembrandt, Thurloe Place, 
S.W.,) Tues. Discussion: Therapeutic Uses of Gold. be 
opened by Dr. Gerald Slot. Preceded by Dinner at 7.80 p.m. 

Ixsitrete OF SoctoLoGy, Le Play House, 35, Gordon Square, W.C.— 
Tri, p.m, Presidential Address by Dr. RK. Marett: 
Race and Society. 

Mepican Society Lonpon, 11, Chandes Street, W.—Mon., 9 p.m. 
Lettsomian Lecture by Mr. J. E. H. Roberts: Surgery of Pleural 
and Pulmonary Infections. 

NoxtH-West Loxpox Mepica Sociery.—At Regal Rooms, Regal 
Cinema, Finchley Road, N.W.--Tues., 9 p.m. Mr. V. Zachary 
Cope: Common Mistakes in Surgical Diagnoses. 

Royat Sociery oF Mepicing AND 26, Portland 
Place, W.— Thais., 7.45 p.m., Demonstration of and Photo- 

giphs. 8.15 Dr. J. W. Lindsay (Paraguay): Medical 


“vices in the Gran Chaco War. 


UBritish Mepicat JouRNAL 


British Medical Association 
OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 
TAVISTOCK SQUARE, W.C.1 


Departments 


SUBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretary and 
Business Manager. Telegrams: Articulate Westcent, London). 


Mepican Secretary (Telegrams: Medisecra Westcent, London). 
Epiror, Britisn Mepicat JOURNAL (Telegrams: Aitiology Westcent, 
London). 


Teiephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, four lines). 


Scortisn Mepicar Secretary: 7, Drumsheugh Gardens, Edin- 
burgh. (lelegrams: Associate, Edinburgh. Tel.: 24361 
-dinburgh.) 

Irish Mepicat Secretary: 18, Kildare Street, Dublin. (Tele- 
grams: Bacillus, Dublin. Tel.: 62550 Dublin.) j 
Diary of Central Meetings 
FEBRUARY 

19° Tues, Maternity and Child Welfare Subcommittee, 2.15 p.m. 

Central Ethical Comm:nittee, 2.15 p.m. 

21 Thurs. Naval and Military Committee, 2.30 p.in. 

22> «Fri. Vaccination and Immunization Subcorm:nittee, 2.15 p.m. 

27 Wed. Physical Education Committee, 2.30 pm. 


POST-GRADUATE COURSES AND LECTURES 


FELLOWSHIP OF Mepicine AND Post-GrapuaTe MEpICcAL ASSSCIATION, 
1, Wimpole Street, W.—Chelsea Hospital for Wonen, Arthur 
Street, S.W.: All-day Course in Gynaecology. St. John's Hospiial, 
Leicester Square, W.C.: Course in Dermatology, afternoons. 
National Lemperance Hospital, Hampstead Road, N.W.: Tues. 
and Thurs., 8 p.m., M.R.C.P. Clinical Course. Surgical Tutorial 
Classes: Tues., 8 p.m., Mr. Eric Lloyd, Some Deformities ; 
Thurs., 8 p.m., Mr. Mortimer Weolf, Thyroid. Wellcome Museum 
of Medical Science, Euston Koed, N.W.: Thurs., 3 p.m., Patho- 
logical Demonstration by Mr. 1). Levi, Tumours of the Stomach. 
Panel of Teachers : Individual clinics in medicine and surgery are 
available daily. Courses, clinics, ete., arranged by the Feilowship 
are open only to members and associates, with the exception of 
the dermatology course. 

Cancer Hosprrat (Free), Fulham Road, S.W.—Thurs., 4 p.m., Dr. 
stanley Wyard, Chemetherapy in Relation to Cancer. 

CENTRAL Lonpon Tureat, anp Ear Hosprirat, Gray's Inn 
Road, W.C.—Fii., 4 p.m., Mr. F. W. Watkyn-Thomas, Mehgrant 
Disease of the Nasal Sinuses. 

Hampsreap GENERAL AND Nortru-West Lonpon Hosprrav.+-Wed., 
4 p.m., Mr. A. J. Gardham, Abdominal Emergencies in Young 
Children. 

Hospirat FoR Sick CHILDREN, Great Ormond Street, W.C.—Mon., 
12 noon, Laboratory Demonstration, Dr. W. W. Peyne, Test of 
Intestinal Function. Wed., 2 p.m., Lecture, Dr. J. H. Thersfeld, 
To Review Splenectomy in Children. Thurs., 12 noen, Laboratory 
Demonstration, Dr. A. Signy, Microscopical and Becteriological 
Examination of Faeces. Fri., 12 noon, Lecture, Mr. T. PT. Higgins, 
Differential Diagnesis of Chronic Appendicitis. Out-pat-ent clinics, 
mornings, 10 a.m. to 12 noon. Ward visits, afterncons, 2? p.m. to 
3.30 p.m. (except Wed.). 

Cortece Hospirat Mepicat Scnoor.—Thurs., 9 p.m., Mr. 
John B. Hunter, Gall-stones. 

Lonpon ScHoort oF DerMaToLocy, St. John’s Hospital, 49, Leicester 
Square, W.C.—Tues., 5 p.m., Dr. J. E. M. Wigley, 1 uberculesis 
of the Skin. Wed., 5 p.m., Dr. I. Muende, Physiological and 
Biological Aspects of Pigmentation. 

Natronat Hosprtar, Queen Square, W.C.—Mon. to 2 p.m. 
Out-patient Clinics. Mon., 3.30 p.m., Mr. Leslie _ Paton, 
Papilloedema and Optic Atrophy. Tues., 3.30 p.m., Dr. Grainger 
Stewart, Syringomyelia. Thurs., 3.30 p.m., Dr. M. Critchley, 
Cerebral Vascular Disease. Fri., 3.30 p.m., Mr. Elmquist, Demon- 
stration of Re-educative Exercises. 

Soutu-West Lonpon VPost-GrapuaTE ASSOCIATION, St. James's 
Hospital, Ouseley Road, S.W.—lWed., 4 p.m., Mr. V. Z. Cope, 
Demonstration of Surgical Cases. 

University CoL_ecr, Gower Street, W.C.—Mon., 5 p.m., Dr. R. H. 
Ing, Chemical Structure of Drugs in Relation to their Physio- 
logical Action. 

Wesr Loxnpon Hosprtat Post-Grapvuate Hammersmith, W. 
—Daily, 2 p.m., Operations, Medical and Surgical Clinics. Mon., 
10 a.m., Medical and Surgical Wards, Skin Clinic; 2 p.m., 
Gynaecolegical and Surgical Wards, Eye and Gynaecological 
Clinics ; 4.15 p.m., Lecture, Mr. Green-Armytage, Backache. 
Tues., 10 a.m., Medical Wards ; 11 a.m., Surgical Wards ; 2 p.m., 
Throat Clinic; 4.15 p.m., Lecture, Dr. W. S.C. Copeman, 
Rheumatism in Childhood. Wed., 10 a.m., Children’s Ward and 
Clinic ; 2 p.m., Medical Wards, Eye Clinic ; 4.15 p.m., Lecture, 
Mr. Curnock, Diseases of Teeth and Gums. Thurs., 10 a.m., 
Neurological and Gynaecological Clinics ; 11.30 a.m., Fracture 
Clinic ; 2 p.m., Eye and Genito-Urinary Clinics. Fr., 10 a.m., 
Skin Clinic ; 12 noon Lecture on Treatment; 2 p.m., Throat 
Clinic ; 4.15 p.m., Lecture, Dr. Redvers -Ironside, Intracranial 
Tumours. Sat., 10 a.m., Medical and Surgical Wards, Children's 
and Surgical Clinics. The lectures at 4.15 p.m, are open to all 
medical practitioners without fee. 
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Giascow Post-Grapvate Mepicat Association.—At Faculty Hall, 
242, St. Vincent Street: Jues., 3.30 p.m., Dr. James Carslaw, 
Incidence of Positive Wassermann Reaction in General Medicine. 
At Royal Infirmary: Wed., 4.15 p.m., Dr. J. Ferguson Smith, 
Skin Cases 

Leeps Posr-Grapuate Crinicat DEMONSTRATIONS.—At Leeds General 
Infirmary: Tues., 330 p.m., Mr. Jeaffreson, Causation and Treat- 
ment of Dysmenorrhoca. 

Leenps Pusiic Dispensary anp Hosprtat Post-GrRapuaTE CouRSE.— 
Wed., 4 p.m., Dr. S. J. Hartfa'l, Medical Treatment of Acute 
and Chronic Affections of the Gall-bladder. 

Liverpoot Psycutarric 56, Bedford Street North, Liverpool. 
—Thurs., 5 p.m., Dr. Margaret F, Lowenfeld, Play Therapy. 

Liverpoot University ScHoot ANTE-NataL CLinics.—Royal 
Infirmary: Mon. and Thurs., 10.30 a.m. Maternity Hospital: 
Mon., Tues., Wed., Thuys., and Fri., 11.80 a.m. 

Royar 4.15 p.m., Dr. Crighton 
Bramwell, Treatment of Cardiac Pain. Fvi., 4.15 p.m., Mr. E. D. 
Teltord, Demonstration of Surgical Cases. 


Newcast_e Generat Hosprtar.—Sun., 10.30 a.m., Mr. A. R. D. 
Pattison, Neuro-surgical Cases. 

Satrorp Municrpan (V.D.).—Mon., 3.30 p.m., Dr. Burke, 
Chronic) Svphilis, Seventh Degree or Neurosyphilis. 7hurs., 


3.30 p.m., Dr 
genital Syphilis. 


Burke, Chronic Syphilis, Eighth Degree or Con- 


VACANCIES 

ALL SAINTS’ HOSPrran For 
(mal). 

AYR CouNTY Hfospiran.—Two RIES. 

BANGOR: CARNARVONSHIRE AND ANGLESEY INFIRMARY.—(1) Senior H.S. 
(2) J.H.S. Males. 

BARKING Surgeon, 

BATH: RoyYaAL Unx:rep Hosprran.—H.S. (male, unmarried). 

BEESTON Ueran Distrricr Councit.—Medical Practitioner to conduct 
Infant Welfare Clinies at Beeston and Stap'cford, 

BIRKENHEAD COUNTY BoroUGH.—-R.M.O. (male, unmarried) Birken- 
head Municipal Hospital. 
BRIGHTON ROYAL SUSSEX COUNTY 
untnarri cd), 

BRIGHTON SUSSEX MATERNITY AND WOMEN’S Hospirau.—Hon. 


GENITO-URINARY DISEASES, S.E.—R.H.S. 


H.S. (male, 


Anaes- 


thetist. 
BrisToOL: COSSHAM MEMORIAL HOspPiTAL, Kingswood.—Second R.M.O. 
(male). 
BrisTOL INFiRMARY.—Non-resident MO. 
Bury INFiIrMARY, LANCS.—Senior H.S. (male), 


CAPETOWN Assistant in Bacteriology. 

Ciry.—J.R.M.O at Llandough Hospital. 

CARDIFF: WELSH NATIONAL SCHOOL OF MEDIC!INE.—(1) Full-time Assist- 
ant Lecturer in the Department of Materia Medica and Pharmacology. 
(2) bFuli-tiive Junior Assistant in the Surgical Unit. = 

CHARING Cross Hosprran, W.C.—(1) Part-time Medical Registrar. (2) 
Medical Reyistrar. 3) Surgical Registrar. Males, 

CHARING Cross HospiraL SCHOOL, W.C.—Lecturer in Hygiene 
and Public Health. 

DARLINGTON HospirTan.—(1) HS. for Aural and Ophthalmic 
Department. (2) for Casualty and Orthopaedic Department. 
(5) HS. for Surgical Department. (4) H.P. Males. 

DERBYSHIRE Country CoUuNnciL.—Senior R.A.M.O. (male, unmarried) at 
Wa'ton Sanatorium, near Chesterfield, 

DUDLEY: GUEST HOSPITAL 1) H.S. (2) Second ILS. 

East LANCASIURE TUBERCULOS!S COLONY.—H.P. (mate) at Barrowmore 
Hall, Great Barrow. 

FAREHAM: KNOWLE MENTAL Hospitan.—J.A.M.O. (male, unmarried). 

GENERAL LYING-IN HOSPITAL, Lambeth, S.E.—J.R.M.O. and Anaesthetist. 

HAMPSTEAD GENERAL AND NortH Wrst LONDON HOosprran, Haverstock 
Hill, N.W.—Casualty Surgical Officer (female, unmarried) at the Out- 
patient Departinent, Bayham Street, N.W. 

HUDDERSFIELD ROYAL INFIRMARY.—II.S. (inale). 

HuLEL RoYAL INFirMARY.—(1) H.S. to the Ophthalmic and Ear, Nose, 
and Throat Departments. (2) Third H.s.) Males, 

IMPERIAL COLLEGE OF SCIENCE AND TECHNOLOGY, Prince Consort Road, 
S.W.—Henry George Plimmcr Fellowship of Pathology. 

KINGSTON-VPON-HULL CITY AND COUNTY OF,—Assistant M.O. (male) at 
Anlaby Road Institution. 

LIVERPOOL AND DiIstTricT HOSPITAL FOR DISEASES OF THE HEART.— 

LIVERPOOL: ST. PAUL'S EYE TlospriTaL.—ILS. 

LIVERPOOL STANLEY HOSPITAL.—IJI.P. 

Loxpon Country M,O's, required for Mental Hospital 
Service. 

LONDON HospiTaL, E.—Surgical First Assistant and Registrar. 

LOWESTOFT AND NORTH SUFFOLK HOSPITAL.—H.S. (male). 

MANCHESTER BABIES’ HOSPITAL, Levenshulme.—Senior R.M.O, 

MANCHESTER Ciry.—J.R.A.M.O. (Grade JIL) (male, unmarried) at the 
Withington Hospital and Institution. 

METROPOLITAN TiOspiTaL, Kingsland Road, E.—Ophthalmic S. 

MIDDLESEX COUNTY CoUNCIL.—(1) (@) P. (Grade 1), (b) S. (Grade 1), 
(¢) Obstetrical S. (Grade 1) to North Middlesex County Hospital, 
Edmonton, N. 2) (a) P. (Grade 1), (b) S. (Grade 1) to Central 
Middlesex County Hospital, Willesden, N.W. (3) (a) P. (Grade 1), 
(b) S. (Grade 1), (¢) Obstetrical S. (Grade Tl) at West Middlesex 
County Hospital, Isleworth. (4) Oostetrical S. (Grade If) at Redhill 
County Hospital, Edgware. (5) P. (Grade Hl) at Hillingdon County 
Hospital, Uxbridge Non-resident (6) Assistant Dental Offieer. (7) 

R.A.M.O. (male, unmarried) at the County (Tuberculosis) Sanatorium, 

South Mimimes, 


Vacancies and Appointments 
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NEWCASTLE-UPON-TYNE:! VieroriA INFIRMARY.—Part-tj 

NORTHAMPTON GENERAL Hospirat.—lon. S. 

NORWICH: JENNY LIND HosprraL FoR CHILDREN.—R.M.O, 

OXFORD: RADCLIFFE INFIRMARY.--(1) Obstetric H.P. (2 
Nose, and Throat Departinent. (3) Two HLS 1 Ear, 

PORTSMOUTH : ROYAL PORTSMOUTH ILP. (2) C.0, Males, 

PRESTON COUNTY (female) at  Sharoe Green 
Hospital, 

PRINCE OF WALES'S GENERAL HOSPITAL, N.—(1) J.ILP. (2) Two Jing 
Resident, males. 

PUTNEY HospiraL, Lower Common, S.W.—R.M.O. 

QUEEN CHARLOTTE’S MATERNITY HOSPITAL, Marylebone Road, N.W.—Two 
flon. Anaesthetists. 

dna ies FOR CHILDREN, Hackney Road, E.—(1) ILP, (2) 
wo 

ROYAL ee HospiraL, Gray's Inn Road, W.C.—Resident Anaesthetist 
(female). 

Royal LONDON OPHTHALM.C HospiTaL, City Road, E.C.—(1) Senior 
Resident Officer. (2) Eleven Out-patient Oilicers (part-time). 

Royan NAVAL MEDICAL SERVICE, Admiralty, 5.W.—Ten M.O's. 

Sr. JOHN'S HOSPITAL FOR DISEASES OF THE SKIN, Leicester Square, 
W.C.—Medical Registrars. 

Sr. Mary's HospiraL, W.—P. in charge of Out-patients, 

Sr, THOMAS’S Hosp. TAL MEbpICAL SCHOOL, S.E.—Whole-time Lecturer 
and Deputy Director in Anatomy. 


SALVATION ARMY: Mornens’ HospiraL, Clapton, E.—(1)  Obstetrig 
Registrar, (2) Junior R.M.O. Females. 


SCARBOROUGH BOKOUGH.—School Medical Inspector and Deputy MOL 
(femate). 

SHerFIELD Ciry.—J.A.M.O, (female) at Nether Edge Hospital. 

SHEFFIELD ROYAL HOSPITAL,—R.S.O. (male). 

SourH-EASTERN HOSPITAL FOR CHILDREN, 
(female), 

STOCKTON AND THORNABY HosprraL.—J.R.M.O. (male, unmarried). 

SUNDERLAND: CHILDREN’S (female). 

SUNDERLAND: RoYAL INFIRMARY,.—Assistant Pathologist. 

WALLASEY COUNTY and School M.O. (female), 

Weir HospitaAL, Balham, S.W.—(1) Senior R.M.O. (2) J.RLM.O. Males, 
unmarried. 

West EXD HOSPITAL FoR NERVOUS DISEASES, Welbeck Street, W.—(1) 
Pwo thon. Medical Psychologists, (2) Hon, Assistant P, 


Sydenham, 


S.E.—J.R.M.0, 


CERTIFYING FACTORY SURGEONS.—The following vacant appointments are 
announced: Chard (Somerset), Desborough (Nerihants). Applications 
tu the Chief Inspector of factories, Home Office, Whitehall, ».W.1, by 
February 


This list is compiled from our advertisement columns, where fall par 
ticulaurs are geen, Lo ensure noiice tm this column udcertisements 
midst be rececced not ialer than the first post on Luesduy mornings, 
Further unclassfied cacuneies will be jound in the advertising pages, 


APPOINTMENTS 

MacLeop, Douglas H., M.s., F.R.C.S., Gynaecological Surgeon, 
Putney Hospital. 

Martin, W. M., W.C., M.D., D.P.H., Honorary Gynaecologist and 
Obstetric Surgeon, Bury Infirmary. 

Nixon, Professor J. A., C.M.G., M.D., Medical Referee under the 
Workmen's Compensation Act, 1925, for the Bridgwater, Bristal, 
Wells, and Weston-super-Mare County Court Districts (Circuit 
No. 54), and Bath, Chippenham, brome, Melkshaia, Trowopridge, 
Warminster, and Wincanton County Court Districts (Circuit 
No. 52). 

Watrs, We'don P. T., M.B., M.LS., F.R.C.S., Honorary Assistant 
Surgeon, Royal Victoria Intirmary, Newcastle-upon Tyne. 

CERTIFYING Facrory SURGEONS.—W. H. Du Pré, M.B., B.S., for the 
lisbury District (Wiltshire) ; I. J. Macdonald, M.B., Ch.B.Ed, 
for the Carlisle District (Cumberlind) ; <A. Ramsden, 
M.R.C.S., L.RLC.P., D.P:H., ior the Saddleworth Disinet 
(Yorkshire). 

Royvat Muixerat Water Hosprtar, PBarn.—Honorary Physician: 
J. Barnes Burt, M.D. Assistant Pathologist : Hubert J. Gibsoa, 
M.B., Ch.B., D.P.H.Ed. Honorary Radiologist : G. D. Steven, 

WetSH NATIONAL SCHOOL OF MrpiciIne.—-Senior Assistant in Surgical 
Unit: A. L. d’Abreu, M.B., F.R.C.S. Part-time Senior Assistant 
in Medical Unit: W. Phillips, M.D. Juaor Assistant in Medical 

Umi GC. C. Harvey; BS: 


BIRTHS, MARRIAGES, AND DEATHS 
The charge for insevling announcements of Births, Marriages, and 
Deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the curvent issue. 
BIRTH 
Retp.—At Raymond House, Plashet Road, Upton Park, E.18, on 
February 8th, 1985, to Dr. and Mrs. A. E. Reid, a daughter. 
DEATHS 
Lewis.—On February 7th, at 22, Manor Road, Fo'kestone, Percy 
George Lewis, M.D.Brux., M.R.C.S.Eng., L.S.A., aged 72. 
O'’Meara.—Suddenly, at his residence, Broadlands, Goldthorn Hill, 
Wolverhampton, én February 4th, aged 60 years, Joseph O'Meara, 
L.R.C.P. and S., beloved husband of Margaret. Requiem at 


MILLER GENERAL HOSPITAL, Greenwich Road, S.E.—(1) H.P. (2) HLS. Ss. Mary and John’s, Snowhill, Thursday, 10.29 a.m. Interment 
Males, unmarried. (3) Hon. Dental S. Sedgley. 


Printed and published by the Britis’) Medical Association, at their Office, Tavistock Square, in the Parish of St. Pancras, in the County of London, 
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